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N 000| Initiat Comments i 000
Alicensure survey and investigation of complaints
#38008, #41038, and #39008 were conducted at
Cornerstone Village from &/817 through 5/17/17.
Deficiencies were cited refated to complaints i
#41038 and #39008 under Chapter 1200-08-06 |
Standards for Nursing Homes.
N 424 1200-8-6-.04(15) Ad ministration N 424 1, What corrective action (s} will be
i accomplished for these residents 6/15/17
(15)Each nursing home shell adopt safety i faund to have been affected by the
policies for the protection of residents from deficlent practice;
accident and injury. Residants # 56 had his Care Flan
revised on 5/10/17 by the Risk :
Manager to reflect his current or i
This Rule is not met as evidenced by: continued need for a restralnt due to ;
Based on review of the facility policy, review of iﬁ’gﬁ:‘,ﬂ;ﬁ,ﬂ}i;’;‘;ﬂf&ﬁiﬁ‘gd toa
the application instructions for the Lap tlc brain injury al ith ;
BelvPadded Lap Belt, medical record review, fraumatic brain injury along wi i
observation, and interview, the facility fafled to restraint moniitar and to obtain !
ehsure a safe and appropriate device for | (#56) quarter.lv restraint assessment. An :
resident, and failed to ensure 5 restraint was evaluation for a less restrictive i
applied correctly for 2 (#59, #108) residents, restraint was completed on 5/12/17 :
‘by the Risk Manager to one on one ;
The findings included: monitoring and then reduced to a [
‘pelvic cushion and care pfan was i
Review of ths facility policy Restraints undated, updated on 5/12/17 by the Risk !
reviewed 7/14/16 reveajed "...Physical Restraints “Manager. On 6/6/17 a restraint i
are defined as any manuat method or physical or ‘assessment was completed by the :
mechanical device, material, or eqtipment Rlsk Manager and restraint i
attached or adjacent to the resident's body that discontinued. Resldent was placed in i
the individual cannot remova easily which Rocking King wheelchalr for mobility ;
restricts fracdom of movement or normal access and safety by the Nursing ;
to ut:me'is i:;iody. Physical testraints include, but are Superlsor !
not lirmited to, leg restraints, hand mitts, soft ties : ; i i
or vasts, lap cushions, and lap trays the regident Resw?"ts #39 and #108 hlad thelr '
cannot remove easily... Using devices In frestramnt reapplied carrectly on :
conjunction with a chair, such as trays, tables, 51217 by th_e Risk Manager._ The Cope.
bars or belts, that the resident canmot remove MD was notified of the restraint .
(X8} DATE

e /15]17

STATE FORM

g2l/52) d

Divislon of Health Care Faght 5 F,
LABORATORY DIRECTOR'S OR ROWDER.*SUP!&R TIVE'S SIGNATURE
— \ ' 7o)

40H-U3188H 40 1deq <« y54g9z8czy 96811 1A auoIsIaULLY

Lwvan1

If continualian shent 1 of 28

HGss L

7:€2 H1-90-2102



PRINTED: 08/01/2017

FORMAFPPROVED
_Division of Health Care Facilities

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
| TNS0O2 B. WING 05/17/2017

NAME OF PROV[D_I_E_R OR SUFF'LIERI__ "

.. STREET ADORESS, CITY, STATE, ZIP CODE

R R T

2012 SHERWOOR DRIVE

easily, that prevent the resident from rising
..Restraints may not be used or appliedina
manner, which causes injury to the
patient...Physical Restraint Application...Apply the
ordered restraint using the appropriate procedure.
Fallow the instructions provided by the
manuiacturer of the restraint..."

Review of the Application Instructions for the Lap
Belt/Padded Lap Belt revealed *.. Position the
patient as far back in the seat as passible, with
the buttocks against the back of the chair...lay the
lap belt across the patienit's thighs...Bring the
ends of the connecting straps down at o 45
degree angle between the seat and the
wheelchair jwic] sides. .crisscross the straps
behind the chair and draw them around the
opposite side kick spurs...knee) next to the back
wheasl, outside...the wheelchair...Adjust the
tightness of the slide buckles...check that the
straps are secyre and will not change position,
loosen, or fighten if the patient pulls on them, or if
the chair is adjusted... The belt must be snug, but
not interfere with breathing. To check for proper
fit, slide an open hand (flat) between the belt and
the patient... There is a risk of chest compression
or suifocation, if the patient's body weight is
suspended off the chair seat..Manitar per facility
policy to ensure that the patient cannot slide
down, or fall off the chair seat and become
suspended...Stop use at once: if the patlent has a
tendency to slide forward or down in the device;
or is able to self-release...”

Medical récord review revealed Resident #55 was
admitted to the facility on 1/20/15 and readmitted
on 6/8/16 with diagnoses Including Traumatic
Brain jury, Epilepsy, Dementia with Behavior
Disturkance, Pseudobulbar Affact, and
Generalized Anxiety Disorder.

- GORNERSTONE Vil:f-A MY HRIVE
j GE JOHNSON CITY, TN 37601 .
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N 424} Continued From page 1 N 424 I3sues with residents #56, #59 and cont.

#108 on 5/17/17 by the Risk
Manager.
2. How you will identify other
residents having the potential to be
affected by the same deficient
practice ant what corrective action
will be taken,
All residents in the facility that have
a restraint ware reviewed to ensure
the restraint is correctly applied per
the application instructions and that
they arein the correct devise. This
review was completed on 5/17/17
by the DON, ADON, Risk Manager,
QA nurse, and RN Supervisor,
Beglnning on 5/17/17 the correct
restraint application and correct
restraint devise with be monitorad
Q2Hrs by the medication nurses and
CNASS
3. What measures will be put jn ¢
plade or what systematic changes !
will you make to ensure that the
deficient practice does not recur:
A systematic approach to have
residents with restraints be assessed
for any type of restraint will he
reviewed and monitered for correct
festraint appfication and correct
type for restraint by the Risk
Manager beginning 5/17/17.
The DON, Assistant Diractor of
Nursing and NEW Restralnt Manager
'were in-serviced on 5/17/17 by the
NHA on the correct type of restraint
for 3 resident, correet application
per manufactursr’s instructions,
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N 424i Conlinued From page 2 N 424 & How does the coreective action(s} tont.
: will be monitored to ensure the
| . . , o deficient practice will not recur: .e.
{ Medical record feviow of a Physician's Ordor What quality assurance program
datad 1/7/16 reveated . 1)/} Hiscontinue] will be put in place. Beginning
alarming self-release belt. Apply soft halt rastraint r o
for hx [histor ] of falls, poor safety awareness...” 9/17/17 e NIIA created an audiit
y P e 00l to make sure that all restraints
Medical record review of the Inlerdisciplinary aro correctly upplied, monitored for
Notes dated 11/13/16 revessled *.._Residenl wis i carrect apulication per Instruction
his wheelchalr and siid under bis soft bolt onlo =mdcoqemtwmnsbmmnmednw
the floor and bumped his head on e foad drive the residenL. Audits will be done by
bin GNA [Certified Nursing Assistant] witnessed the: NEW Risk Maniger, RN
tis ..o injurics noted at this time...As follow up, supervisor, and Unit Managey, They :
will educate resident on how to keep his seatbeit will be: done weekly x 4 wecks ther .
on..." monthly thereafter. The Rjisk
. ) L Manager, and/or RN supervisor will ;
Medical recun"l revidw 9[ HIS !nl::'rdrsc:pllnary audil the residents who are in '
Notes dated 12/26/16 revesled ", was cafled to restralnds for correct type for their ;
residunl by a member of dietary staff to resident, safety and carrecr application per :
who was sitting on the floor when this nurse got to : . s srpred !
. . : Instructions. The goal of the smdit I
him. Resident had slipped under his sofl helt Lo will be 100% compliance. If the goal :
the floor and was attempting to stand 1p from the is hot meL t} X Il i " lied ) goa !
floor by grabbing another resident’s wheelchair sr‘1 hm ’j on the id entilic: "'t'-'ﬁ_ !
fram the back and pull himself up, when his “‘.‘im Crwho is not m_cc-tl.n{,r the poal |
hands slipped and he foll backwards, hitling his will be: re- educaled: Cantinved
head on the flaor, * filure: to comply with the goal by :
the identified employoe will resylt in
Medical record review of o Therapy Soreening progressive dlsciplinary action. !
Form dated 1/5/17 revealed “.Poor -Bepining May, 2017, the DON will
pusitioning/hody alignment.. alreacly an case report monitoring outcornes of
foad..." . restralnt munigement auditing to
) ) . . the quarterly QAP| Comimnillee
Medlca! teoord review of the Physrc_al Restraint meetings. 1he Administrator will
Reduction Assessment dated 1/8/17 revealed report to the Governing Body
"...8lides down... Total Score...48...35 {plus] poor CORCOri
candidate... [for reslieint reduction]...” . HONCrIng gt of resirafny ;
OULCOMEs on & quarterly hasis
Medlical record review of the Interdisoiplinary bieginning 672172017
Noles dated 111241/ revealed *...Kesident has
confinied lo remove his soft belt dovice avery
time itis placed on him,,." e , | ]
Divislon of | lwalth Care Facilities ‘
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: Medical record review of the Interdisciplinary

. Notes dated 4/13/17 revealed "...Resident

" observed trying to remove self from wheelchair

- Multipie times this PM, [evening] Resident laying
- down in wheelchair, attempting to get out of

i ordered soft beit multiple times, Resident placed
i back In bed prior to dinner tray served...”

» Medical record review of the Interdisciplinary

| Notes dated 5/8/17 revealed "...nurse notified to

} assist resldent by visitor to buitding, resident

. hoted to be attem bting 10 slide out of whae! shair
+ and under soft waist belt. Residents legs were up
on chair next to wheel chair...nurses assisted
resident up in ehair and released soft waist [belf).
Nurse asked resident if he was wanting to lay
down, resident shook his head yes. Staff
immediately helped resident in bed...no skin tears
or bruising noted.. "

Observation on 5/9/17 at 2:00 PM, revealed the
resident in a high back wheelchair in the common
area on the upper floor. Continved observation
reveaied, as approaching the Nursing Station,
was summoned by another resident. pointing at
Resident #56. Continued observation revealed
Resident #56 had slid down in the wheelchair,
with his fest up on another chair in front of him.
Contihued observation revealed a soft waist
restraint had slid up towards the resident's neck,
“with the restraint straps noted to ha down
between the sides of the wheelchair, crossed
behind the resident, and looped over the kick
spurs. Surnmoned Licensed Practical Nurse
#1(LPN),
on the other side of the nursing station, to assist
Resident #56.

Interview with LPN #1 on 5/8/17 at 3:00 PM, at

who was standing at the medication cart
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N 424 - Continuted From page 4 N 424

the upstairs Nursing Station, confirmed the soft
waist belt had come up over the resident's torso
- with the resident's left arm pulling at the soft belt,
- and the resident's right arm was behind the
 resident. Continued observation revealed LPN #4
- released the soft belt immediately and the LPN
- stated the resident was "squirmy.”

« Observation and interview with Physlcal Therapist
»#1 (PT) and the Rehab Therapy Manager on

+ 6/9/17 at 3:30 PM, in the resident's room,

i confirmed the wheelchair was a high back

i Wheelchair with anti-tippers on the front and back
: of the wheel chair. Continued interview with PT

: #1 confirmed Physical Therapy had not

| participated in the degision making to use the soft
waist belt for Resident #56.

Observation on §/9/17 at 5:50 FM, revealed the
resident seated in a high back wheelchair, in the
common area on the upper floor, with the soft belt
restraint in place.

Interview with LPN #3 on 5/10/17 at 7:56 AM, at
the upstairs Nursing Station, confirmed the
resident puts his arm under the soft beit and tries
to get out of the soft belt.

Interview with CNA #3 on 5/10/17 at 8:00 AM, in
the common area, confirmed CNA#3 had seen
the resident slide down in the whselchair.
Continued interview confirmed "he staris getting
tired and tries ta get out, and slides down in the
wheelchair,"

Observation of the resident on 5/0/17 at 2:25
PM, in the common area, revealed the resident
seated in & high back wheelchair, with a soft belt
restreint in place.
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N 424 Continucd From page s N 424

Inlerview willl GNAES on 51 07 at 2:35 PM, in

lhe: 500 haalk, confirmed " he slides oul under his ;
belf a lot...even if belt is tighter he manages to get i
out.."

T "EORNERSTONE VILLAGH

Inlerviow wilh Licenged Physical Therapist .
Asgigtant #1 (102 1A on /117 at 8:05 AM, in the !
Therapy Department, confirmed the resident was o

. "...all over the place...tends to pull his feet up and )
gels in fotal position in the whoelchair.,, "

Interview with the Director of Nursing {DON) on
BT sl 9015 AM, in (he conference roam,
" confimed the DON was aware Resident #5¢ slig
- under the seft belt and confirimed Resident #56
- was at risk for sorious harm, injury or death.

! Interviow with CNA #7 on SHAMT at 9:40 AM, at
 the upstalrs Nursing station, contirmed CNA#7
! had seen the resident stide under the soft bet

b with the: soft belt in place on the wheelchair,

.! Interviow with CNA#a {CNA assigned to Resident
t#56) on 5/11/17 At 10:00 AM, an the 500 hall,

I confirmed the CNA had gotten the resident up in

the whenlchair in the morning and hoped he

| would sit for a lew minutes. Furlher interview

: contirmed the GNA had found the resident on the
i floor several times after he had slid out of the

i wheelchair under the belt, “don't know what to do
. to fix...picked him up more than once.”

| Observalion on 511117 al 9:55 AM, revesed

1 Residant #56 was sealed jn a higgly bagk

i wheelchair in the hall. Continued observation

i revealed Resident #56 was sliding down in Ilye

| wheelchair, with the soft waist belt up over the

i resident’s lorso, with bis aims above his head

i and his buttacks oft ot the wheelchalr seal, 1PN
] #4, standing at the medication cart at the upper
Divislon af Tlailh Gare Faviiles
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N 424 Continued From page 6 N 424

end of the hall, was summoned to assist the
resident. Continued observation revealed the i

resident slid out onto the floor under the soft waist
beilt.

Observation of Resident #58 an SH1MT at 10:00
AM with LPN #4, revealed the resident on the hall
. Seated in the high back wheelchair. Continued
observation and interview revaaled the resident
had slid under the soft waigt belt onto the floor,
. With the soft belt intact, and the straps were
- behind the resident and ¢riss crossed over the
kickspurs. Continued observation revealed the
: resident's arms were above his head. Continued
- observation revealed Certified Nursing Assistant
" #3 (CNA) came out of the Rehab Therapy room

- on the same hall to assist LPN #4 with the
i resident.

¢ Interview with CNA #8 on 5/11/17 by telephone at
: 7:00 PM, confirmed CNA#5 saw the resident

! slide under his soft belt while in the wheglchair an
i 11/13/16. Continued interview confirmed he

: wiggles and slides under the belt.

; Medical record review revealed Resident #59 was
{ admitted to the facility on 8/10/15 with diagnoses

j including Hypertension, Alzheimer's Dementia,

: Anxiety, Dapression, and Psychosis,

. Observation and interview with RN #1 on 5/8/17
i at4:15 PM, in the 500 hallway near the elevator,
| revealed Resident #59 was seated in a

: wheelchair with a soft lap beit applied, and the

| resident had slid down in the wheel chair with the
i soft tap belt around her chest, just under her

| breast, Continued interview revealed RN #1

. stated "._This is how we put these an, !f doing it
1 Wrong we need to know it.." Interview confitmed
| RN #1 thought the restraint was applied correctly.
Division of Health Care Faglilttes
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N 424 Continued From page 7

Observation and interview with CNA#1 on 5/8/17
at 4:25 PM, on the 500 haliway near the elevator,
revealed the CNA thought the lap belt could be at
chest level because the resident was small and
‘Wolld scoot around in the chair”.._She is usuatly

- in @ geri chair, | don't know who put her in this
chair with the beit..." Continued obseivation
revealed, after reviewing the manufacturer's
instructions, CNA #1 reapplied the soft belt

 following the manufacturer's instructions,

Observation and interview with LPN #2 on 5/8/17
at 4:30 PM, on the 500 hallway near the elevator
confirmed the restraint was applied too high up
- around the resident's chest, just below her breast,
" and needed to be lowered.

. Resident #108 was admitied to the facility on

: 6/3/16 with diagnoses including Dementia,
Fracturad Right Acetabulum, Muscle Weakness,
. and Anxiety Disorder.

: Medical record review of 2 Physician's Order
 dated 6/11/16 revealed *._.apply soft belt to wic

: [wheelchair] when res [resident] is up due to

: preventing falls...”

1

; Medical record review of a Pre-Restraint

. Evaluation dated 6/11/16 revealed

. "...Recommendations: soft belt while in wic

i [wheelchair].."

| Observation and interview with the Assistant
 Director of Nursing (ADON) on 5/8/17 at 12:30

i PM, in the common area on the upper floor,

| revaaled the resident was seated in a wheelchair
- With a soft lap belt in place. Continued
 observation revealed the left strap was between
i the seat and the wheelchair side, crossed in

N 424
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(1} Performance improvement.

(2) ‘The nursing home must ensure that there is
. @n effective, facility-wide performance
improvement program to evaluate resident care
: and performance of the organization.
i

This Rule is not met as evidsnced by:
Based on facility policy review, review of
manufacturer's Instructions, medical racard
review, observation, and interview, the faciiity
failed to implement a program for the
management of restraints,

The findings included:

Interview with the Medical Director {MD) on
SA1MT at 8:45 AM, In the conference room,
confirmed the MD attended Quality Assurance
meetings and made no recommendations for
restraint reductions in the facility, -

Interview with the facility Administrator and
Licensed Practical Nurse (LPN)#1 on 5/11/17 at
4:34 PM, in the conference room, revealed the
Quality Assurance (QA) team, ineluding all
disciplines, mests every other month, and the
Medical Director has input with addressing
toncerns, Further Interview revaaled the QA team
discussed the number and type of restraints.

1. What, corrective action s} will be _
accomplished for those resldents
found to have heen affected by the
deficient practice:
Beglnning 5/12/2017 the NHA &
DON reviewed and revised the QAP
Plan and was presented at the
5/30/2017 QAP Committee meeting
along with an updated standardizad
agenda to ensure all toples related
to the survey deficiencies are
reviewed at the QAPI meetings.
Beginning 5/12/2017 the QAP
Committae meetings reviewed the
manitoring tools established by the

"NHA, DON & approved by Medical
Director, The NHA & DON
developed monitoring tools for Use
of Restraints, Restraint assessment
and evaluation, Restdent Rights for

. ADL decumentation per care

- plan/nutrition Intake/weights,

. Infection control ~ hand hygiene

, following procedure and not

- changing gloves, answering call
lIghts, Improper administration of
drugs — mixing two instlin
medlications, current & appropriate
Interventlans on care plans,
incamplete documentation by
Licensed staff, & staffing jevels, CODNt-

e s MLl AgSEE - . .-2012 SHERWOQOD DRIVE - -
CORNERSTONE VILLAGE JOHNSON CITY, TN 37601
31D - SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o
PREFIX . (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULR BE COMPLETE
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N 424 Continued From page 8 . Nd424
» back, and looped over the kick spur. Continued |
observation revealed the right strap was over the
wheelchair side, crossed in back, and looped
- over the kick spur. Continued interview confirmed
the [2p belt had been applied incorrsctiy. !
N 601 1200-08-06-.06(1)(a} Basic Servicas i NB01 6/15/17
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N 424 Continued From page 8 i N 424
 back, and looped over the kick spur. Gonlinuad i
observation revealed the right strap was over the |
wheelchair side, crossed in back, and looped |
- over the kick spur. Gontinued interview confirmed
the lap belt had been applied incorrectly. :
N 601 1200-08-06-,08(1){a) Basic Services i Neot cont
E 2. How you will identify other )
(1) Performance Improvement. residents having the potentiai to be
, P
! affected by the same deficient
g:;) Ifggtgtérsgg '{&n“?dm;stﬁiﬁgﬁ Gt:at there is practice and what corractive action
P f =] /] g pe Wi“ be takeni
tmprovement program to evalu-ale_resfdent care Effective 5/12/2017 the NHA will
i and performance of the organization, ensure the Medical Director is
i provided time to evalyate
Eo, . . Clinical eoneerns and resident care
This Ruls s not met as evidenced by:
Based on facility polisy review, review of pollcies and procedures kefore the
manufacturer's instructions, medical record meeting to ensure 8 coordinated
review, observation, and interview, the facility effort of tmediness in addressing
falled to implement & program for the Quality of care issues.
management of restrains. 3. What measures will he putin
_ place or what systamatie changes
The findings included:; will you make to etisure that the
: tleficient practice does not recur:
Interview with the Medica| Director (MD) on On 5/30/2017 the NHA developad
SH1/17 2k 8:45 AM, in the conference room, Quality improvement Objectives for
confirmed the MD attended Quality Assurance 2017 to be presented at the QAP
meetings and made no recommendations for . .| committee meeting, On 5/13/2017
restraint reductions in the faclity, - the Geverning Body provided the
Interview with the facility Administrator and zclléta\;]l:::.‘. \::th' r(les?;.lrces F:nd
Licensed Practioal Nurse (LPN) #1 on 6/11/17 at including but s e QAP
4:34 PM, in the conferance room, revealed the Including but not, limited to the QAPI
Quality Assuranca (QAJ team, including alt Tool Kit, QAP at glance, and a
disciplines, meets every other month, and the resource gulde to effectivety
Medical Director has input with addressing Implement the QAP) plan,
concerms, Further interview revealed the QA team 4. How does the corrective action(s)
discussed the number and type of restraints. will be monltared to ensure the cont,
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E— TN9002 LS Ll e | OBTR017
—[|DAME OF PROVIDIK OR SUPPI JFR STREET ADDILSS, CIIY, STATE, 7IF GODF
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CORNERS]DNE‘VI L. GE . P - . ECRCRE b S K i, L P It} T K aamemy Ut m b b aniwame aeas LTI R
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D SIMMARY STATFMENT OF DUFIDIENGIES 0 T PROVIDFR'S B AN OF CORREGTION 9
TUELIX, (CACGH BEFICIENCY MUST BE PRECEDED BY FULI . PRFAX (EAGI CORRECTIVE ACTION SHOULY BE CUMIVETE
TAIS REGULATORY OM LSE ILLN 1Y ING INF-ORMATION) ©TAG CHOSS RCFTRENCED TG 71 I APPROPRIATE g
: i . REFIGIENGY)
N424 Guntinued From paga 4 . N4g4
- |
. back, and looped aver the kick spur. Continued
ohservation revesled the right strap was over the |
wheclchair side, crasse in back, and looped !
- Ovar tha kick spur, Gontinued interview con( irnod l
tie lap belt had been applied incomecly. ;
' cond,
N 60 f_ 1200-08-08-., 06(1)(A) Basic Senvices i NGO deficlent practice will not recur; i.c.
: What qualily assurance program will
A1) Performance Improvement, be pitin place, Reginning 5/12/201/
- . ; i illee
{=) The nursing home st ensure that there is the N.HA will begin QAR Co.mf".' e
; @n ellective, facility-wide performance meelings manthly X 6 months then
improvement program to evahiate resident care quarterly therealler to ersure the
; 3nd performance of the organization. quality of care is monitored and
: complies with Lie standard of care.
; Beminning 5/12/2017 the NHA will
This Rulo is not met as evidenced by: ensure lhe Manitoring and Tronding
Bascd on facllity policy review, review of Rrports lor Incident/Accidents,
manufacturer's instructions, medical record Infeclion Control, teportable Events,
review, abservation, and Interview, the fanility residenl ADLs are documented, care

falled [0 irplemont a program for the

plans are updated with corroct
fmanagement ol reszdnls,

interventions, resident dignity
slalfing posted, infection control —

The fiidings ipcluded: hand hygiene - followlng procedure

Intervicw with the Medical Director (M) on end not changing loves, restraints,

SMINT at 8:45 AM, in the conference room, answe.nng (:"" lights, |rnpru?e1

confimed the MD attonded Qualily Assurance aclmi'nlstmlfun j::f drisgs ~ mixing two

meetings and madé no recotnmendations for Insufin medications, .;md 1t|c0|1:t}1!t!le

1estraint racuctions in the facility, - documentation by LIC(-!I‘IS@‘CI staff, &

stiffing levels. All monltoring Luols

Interview with the facility Administrator and developed for the survey

Licensad Practical Nurse: {LPN) #1 un SH11H7 al deficlencics will be reviewed by

4:34 PM, in the conference raom, revealed the Administrator prior to subrnitting ol

Quality Assurance (QA) team, including all each QAP! Committee meelings,

disciplines, moels every olther month, and the Bepinning 5/12/2017 at the QAP

Medical Direclor has nput with addiossing meeting upon reviewing the results

concems. Furlher interview revegied the QA team of the maniloring roports that

discussed tha number an type of restrainls., demonslrates a pattorn, an Action  cop . J
Diviston G Health Caie Faciies ' TR e e
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TaB REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
[
N424 Continued From frage 8 : N 424
. back, and looped over the kisk spur. Continued i
observation revealed the right strap was over the |
wheelchair side, crossed in back, and fooped l
- ovar the kick spur, Continued interview confimed
the lap belt had been applied incorrectly,
N601 1200-08-06-.06(1)(a) Basic Services i Nak CONt.
: Plan will be written by the _
(1) Performance Improvement. committee. Any Action Plans will be
monltored by the NHA weaekly until
(@) The hursing home must ensure that there is resolution. Beginning 5/12/2017 the
; an effective, facility-wide performence NHA will conduct mestings monthiy
_Impravement program to evalu'ate resident care X 6 months then quarteriy
E and performance of the organization. thereafter. The QAP meeting will be
I attended by the NHA, Medical
P . Director, DON, ADON, QA Nurse,
Based o fao Peeoaenced byt Flk Manager, Sociaf servites
manufacturer's instructions, medical record m::::gz? ;?;\ﬂ w?é [ﬁﬁ'ﬂi EélLl;erapy
review, observation, and ihterview, the facility M ser, Memb ill attend
failed to implement a program for the onager. Members will atten
management of restraints, meetings 100% of the time with any
absences approved prior to meeting
The findings included: and that all reports and monitoring
. are completed in a timefy manner
interview with the Medical Director {(MD) on for each meeting by alf respective
SM1M7 at 8:45 AN, in the conference room, managers. Results of the QAP
confirmed the M) attended Quality Assurance meetings will be presented quarterly
meetings and made no recommendations for to the gaverning body board
restraint reductions in the facllity. meeting.
Interview with the facility Administrator and
Licensed Pracfical Nurse {LPN) #1 on 8111117 at
4:34 PM, in the conference room, revaaled the
Quality Assurance (QAJ team, including all
disciplings, meets every other month, and the
Medlcal Director has input with addressing
toncerns, Further interview revealed the QA feam
discussed the number and type of restraints.
Divislon of Meatth Cara Faciilios
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STATFMENT O DEFICIENGIES {71 PHOVILERISUPPLIFRIGLIA
AND FILAN OF COMREGTION IDENTIHICATION NUMRR[R:

TN9002

| NAME OF PROVIGER OR SUPPLIFR

“I- GORNERSTONE VILL-AGE

e e e SYREL T AVURLSS, CITY, STATE. 7P GO
..2012 SHERWOOD DRIVE
JOHNSON CINY, TN 37501

(X2) MULIIPLE GONSTRUGTION (X3} DAIL SURVLY
A BUHDING: COMPLLTLD
i L e o UBMTIZ01T

SUMMARY STATEMENT OF DEFICIENGILG
(EAGH DEFIGIENGY MUS! UL: PRECEDRED RY FLL

HLGULATORY DR1.8C INFENTISYING INEORMATION)

{Xa) I
FREFIX
aG
1
!

PROVIDER'S PLAN OF CORRECTION
(EACH COVMILG VL ACTTUN BLOULD Ik
CROGE-ARFFRFNGED TO THE APPIROP A ¢
DEFICIENCY)

2]
L1
WG

N 601 :' Continued Fram page 9

J Continued interview revealed LEN #4 knew

| restraints were applier correctly by resident

i behavior, infection tontrol, and information from
| eveiybody, .. monitor nurso'’s on floor, oversee
| Cerlificd Nurse Assistants, and staff, | would 56
if done currectly...” . Furthar Indeiview with the
Administralor rovealod residents wilh rustraints
are discussed i [he morning meeting,

Interviow with the facilly Adrninistrator and LPN
#1 on SM1HY at 5:00 PM, in the business office
Commorr area, confinmed the Quatlity Assurance
team had nl identified restraintg and their use as
aconcem in the Quality Assurance meetings.

NG15 1200—08-06-.06(2)(d)3. Basic Services

(2) Physician Sorvises,

(d) The Medical Director shall be rerponsible for
the medical care i the rursing home, The
Medical Director ehall:

3. Review reports of ali accidents or unusiz)
incldents wceurring an the protises, identifyig
hazards to health and safely and rocornmending
torrective action to the administrator:

This Rulu is not met as ovidenced by:

Baser! on roview of the Medicel Director
Agreement, tedical record review, fagility policy
review, ohservalion, and interview, (he Teiclity
Medical Divector failed to coordinate medical carg
in tho facitity by uhsuring residents were
Aappropriately assessud for the use of reslraints,
and fajled to ensure residents were safe with the

" NGO

L

1. What corrective action (s) will be
accomplished for those resldents
found to have boen affocted by the
deficlent practice:

On 5/12/2017 Uve NHA met with the
Medical Director 1o review the
followlng: 1) Lhe outcomes of the
survey 2) expectations and rolos of
Lhe Medlcal Directar a5 aublined in
the Rules and Regulations, 3)
reviewed and/or rovised lacility
Palicles antl procedures —Restralnt
Managemaent —including residents
Appropriate assessments, ensure
sifely with the use of the restrain,
Revisad QAPI Plan and QAR
slandardized agencta, , Wright
Management, and 4) monltoring
Louls established for May survey
daliciencies - Use and Asscassment
ol Restralnts, MD
orders/Consent/Monltaring of Use
of Rostraints, Restraint assessinent

N 615 6/15/17

<ong

— ]
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ANSTEMENT OFf DEFICIENCIES | (Xi) PROVIDLIGSUPPLERICT " (X2} MULTIPLE GONSTRIG T ION {X9) DATE SURVFY ]
AND PLAN O1' CORRECTION INFENTIFICATION NUMBER: ABUNNNG N COMPLETED
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NAML ) FROVIDER Okt SUPPLIER v BIRLLIADDRESS, GITY, STATE, ZIP CONE .

| 2012 SHERWOOD DRIVE —— .
CORNERSTONE VILLAGE T IGHNSON GITY, TN 37801 -
*HD SUMMARY S IAIEMENT OF GETCINCTES > PROVIDLK'S FLAN OF CORRECTION xe)
PREFX {EAGH NRFICIENGY MUST BE PRECEOCD By FULL PREFIX (FACH CORMRECHVE ACTIUN SHOULD AF COMPLETR
TG ! REGULATURY OR 1 2¢ INENYY-vING INFORMATION) TAG CROSSE-REFFRENCED TO THEAPPROVRIATE halE
! . ! DEFICIENCY) o
N 6Ot i Contirued From rage 9 . Wb
i Conlinued interview revealad LRN #1 know
 rostrainks wero applied carrecily by resldant
| behavior, infuction control, and information frorp
everybody, “...I monftor nurse's on fldor, oversce _
Certified Nurse Assistants, and staff, { wayl HRQ
f done corruntly._» . Further intorview with the
Adurinistrator revegied residanls with restraints
are discussed in tho maming mucting, .
Interview with the tacility Administrator and £ n
1 o1 51117 at 5:00 PM, in the businoss office ;
Cominon area, confirmed the Quaslity Assurance i
team had not idontified reslraints and their use a5 :
aconcem in the Quality Assurance meetings, |
i
N 615 1200.08-06-.06(7)(d)3. Basic Sarvices | No1s wnd evalualion, Resident Rights for cong,
| AD! docitmentation her cire
(2) F'hysician Sorvices, { Plan/nutrition Intako/welghls,
. Ii Intection contrq) - hand hygiene
(d) “Ihe Medical Director shail be respaneible for | lolinwing procedure and nat
the madical caro in the nurging home. the chinging glovos, answering call
Medical Director shdl: l lghts, Improper admlmistration of
drugs — mixing (wo insulin
3. Review reports of af) acgidents or unusyat medications, current & appropriate
Incidents accurring on the premlsqs, Identufy:n_g interventions on care plans,
hazzuds to health and safely and recommiending incomplote documentagion by
Corrective action to lhe administrator; Licensed stalf, &, sLaffing fevels, The
Medical Director coordinated curn
nd the appropriate use of restralnts
on rosldent 4586, 59, #34, 1177, nay,
This Rulo is not met as evidonced by: 1ds, ﬂ%ﬂo’ W34, 114, 452 ang #108
Based on reviow of the Medical Direator , along with the NIIA, New po,
Agrcoment, mexdical record review, Faility policy ADON, and NEW Risk Maruger on
review;, observation, and interview, the fucilily 517117, any Interventions sugh uy
Medicat Director fuiled to coordinale medical care ilssessment for implementation,
in the facility by ensuring residents wera ansessment for Feduction, continued
appropriately assessad for the use of resiraints, use, safely of the apparatus, Caro
And failed to enstio residents were vafe with the con,
. | .
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STATEMENT OF DEFICIENCIES | (1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
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' TNgDoz B.WING 051712017
NAME OF FROVIDER QR SUPFLIER STREETADDRESS, CITY, STATE, ZIP CODE
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JRS— .-.e@ . . - - e = S e T A I e s e ey Ly
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o4 SUMMARY STATEMENT OF DERIGIENCIES 10 PROVIDER'S PLAN OF CORREGTION 045)
PREFIX ©  {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY ORLSG IDENTIFYING INFORMATION) TAG mossnﬁrsemcsoléﬁ ggeappaopnwe pATE
REFIC
l L}
N801; Continued From page 9 ' N 601
E -
- - i Continued-intenview revealed LPN #1 knew ,
restraints were applied correctly by resident |
1 behavior, infection contral, and information from
everybody, "...| monftor nurse's on floor, oversee )
Gertified Nurse Assistants, and staff, | would see
if done correctly...” . Further interview with the ;
Administrator revealed residents with restraints
are discussed in the maorning mesting. ‘
Interview with the faoility Adminlstrator and LPN
#1 on /11117 at 5:00 PM, in the business office :
comimon area, confinmed the Quality Assurance |
team had not identifiad restraints and their use as '
a concem in the Quality Assurance meetings. |
N 615 1200-08-06-.06(2)(d)3. Baslc Services NB15 Plan update, appropriste Cont.

{2) Physician Services.

' {d) The Medical Director shall be respansible for
the medical care in the nursing home. The
Medical Direstor shall;

3. Review reports of all accidents or unusual
incidents oocuming on the premises, identifying
hazards to health and safely and recommending
tomective action to the administrator;

This Rule 1s not met 55 evidenced by:

Based on review of the Medical Director
Agreement, medical record review, fecility policy
review, observation, and interview, the facility
Medical Director falled to coordinate medical care
in the facilily by ensuring residents wene
appropriately assessed for the use of restraints,
and failed to ensure residents were safe with the

application, and any other
intervention that was needed was
implemented on this date by the
Medical Director. On 5/17/17 the
Medical Director was notified of the
survey findings by the Administratar.
2.How you will identify other
rasidents having the potential to be
affected by the same deficient
practice and what corrective action
wit be taken.
Beginning 5/17/2017, a5 a
Systematic Approach, the

. Administrator, DON and iedical

i Pirector will review menthly the

; audit materlals from the auditing

 sthedute for the adherence to the
facility's policies and pracedures for

- restralnt usage and application,

: Weight Management ahd

" Notification of resident changes.. .| '

Division ofFisalth Care Faciies
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TNo0g2 8. WING 05/17/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2012 SHERWOQD DRIVE
e - GO VILL e e e Y R i e - -
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X0 * SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX .  (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG [ROSSREFERENCED TQ THE APPROPRIATE DATE
. , DEFICIENCY}
N801; Continued From page 9 . N 801
- Gontinuad interview revealed LPN #1 knsw
restraints were applied correctly by resident
behavior, infection conirol, and information fram :
everybaody, "..| monitor nurse's on floor, oversee .
Cerfified Nurse Assistants, and staff, | would see
it done carrectly...” . Further interview with the
Adrainistrator revealed residents with restraints
are discussed in the moming meefing, .
Interview with the facility Administrator and LPN
#1 on 5/11117 at £:00 PM, in the business office :
common area, confiimed the Quality Asswrance
team had not identified restraints and their use as |
a concern In the Quality Assurance meetings, |
N 618 1200-08-08-.08(2)(d)3. Basic Services } N615 | 3. Whatmeasures will be putin
I place or what systematicchanges  Cont,
(2} Physician Services. wiltyou make to ensure that the
) deflilent practice does not recur:
(d) The Medical Director shall be responsitle for Beginning 5/12/2017 and up to
the tpedicgl carg in the nursing home. The 5/17/17 the Administrator & DON
Medicat Dirsctor shall reviewed all monitoring tools
., , created for restraints, ADL
3. Review raports of al accidents or unusual documentation of weights and food
incidents ocgurring on the premises, identifying consumption, infection control
hazards to health and safely and recommending conGerms eme loyee competencies
corrective action to the administrator; cheds for restraints, Employes
‘personnel files, answering call lights,
imixing drugs (insulins), care plans,
:and kcensed nurse documentatfons
This Rule is hot met a8 svidsneed by: :withthe Medical Director. This will
Based on review of the Medical Direstor joccur at Jeast monthly and more
Agresment, medical record revlew, facifity policy joften as needed.
review, observation, and inferview, the facility iBeghning 5/17/17 the NHA will
Medical Director failed to coordinate medical care -educate the MD Medical Director
in the facility by ensuring residsnts were talong with the NP on the restraint
appropriately asssssed for the use of restrainis, pofiey and procedure. _
and faited to ensure residents were safe with the ‘Begiining 5/12/2017 the cont.
. . f
Division of Health Cars Facites.
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D SUMMARY STATEMENT OF BEFIGIENCIES D FROVIDER'S PLAN OF CORRECTION {x5)
PREFX :  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD Bg cmeLﬁere
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG mossaEFEaEgg&glzﬁ (;I'%E APPROPRIATE DA
I ! 1
N 801 i Continued From page 9 . N60t
+ Continued {nterview fevealed LPN #1 knew
| restraints were applled correctly by resident
§ hehaviar, infection control, and information fiom :
everybady, “...| moniter nurse's on fidor, oversee |
Certified Nurse Assistants, and staff, | would see *
if done correctly..." . Further interview with the
Adrminlsfrator revealed residents with restraints
are discussed in the morming meeting. :
Interview with the facility Administrator and LPN -
#1 on 511417 at 5:00 PM, in the business office :
common area, confirmed the Quality Assurance
team had not identified restraints and thelr use as’
a concern in the Quality Assurance meetings.
N 815 1200-0 08-.08(2){d)3. Basle Services M 615 Adminlstrator will ensure the cont.
s (2)(d) Medgal Director is informed and
(2) Physician Services. reviewing any State reportable of
: . unusual occurrences, unusual
{d) The Medical Director shall be responsible for deaths, restraints usage, standards
‘the medical care in the nursthg home, The of care Tssues such as excessive
Medical Dirgctor shall: weight loss or gain, restraint )
) teduction j it
3. Review reports of ail accidents or unusual Sig:;u?e E;Zﬁ':?:;;ﬂ:: by her
incidents ocouiring on the premises, identifying 4. towdoes the mrrectm‘acﬁun (s)
hazards to health and safety and recommending b tored & oth ®
tomective action to the administrator; . WiThe monitored to ensurs the
deficient practice will not recur; i.e.
" What guality assurance program
. wiilbe put in place.
Begnning 5/12/17 the NHA will
This Rule s not met as evidenced by: monitor the Medical Directar's
Based on review of the Medical Director effectiveness in reviewing and
Agreement, medical record review, facllity policy manktoring quality of care Le.
review, observation, and inferview, the fa?liity weights, restraints monthly x 6
Medical [_Ji_rector fallsd to coordinate medical care monchs and provide an oral reports
i the facility by ensuring residenis were _ to the Governing Board. Baginning _
appropriately assessed for the use of restraints, O §/12/2017 the NHA will evaluate Ot
and failed to enaure residents were safe with the " theMedical Diractor's participation |
DVislan of Health Gars Facities )
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STATEMENT OF DEFIGIENCIES {%1) PROVIDERISUPPLIERICLIA (2) MULTIPLE CORSTRUCTION {X3) DATE SURVEY
PND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE,ZIP CODE
...... VILL v .2912SHERWOODDRIVE _
CORNERSTONE VILLAGE JOHNSON CITY, TN 37861
Hao SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S FLAN OF GORRECTION 03
PREFIX :  (EACH DEFICIENCY MUST GE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BEt COMPLETE
TAB ‘REGULATORY OR LSC IDENTIFYING INFORMATION) TAG (ROSS-REFERENGED TO THE APPROPRIATE DATE
. ! DEFICIENGY)
N 801; Continued From page 9 , N B0t
s -+ Gonfinued interview revealed LN #1 knew
restraints were applied correctly by resident
hehavior, infection control, and information from
everybody, "...| monitor nurse's on fléor, overses
Ceriified Nurse Assistants, and staff, | would see
if done correctly.." . Further interview with the -
Administrator revealed residents with restraints
are discussed in the moming mesting. ,
" | interview with the facility Administrator and LPN
#1 on 8/19/17 at 6:00 PM, in the business office
cammon area, conflrmed the Quality Assurance
team had not dentified restraints and their use as
& concem in the Quallty Assurance meetings. ‘
N 814 1200-08-06-.06(2)(d)3. Basic Services | N 616 inthe QAPI meetings and hier review  Conf,
! of the QAP and quality of care
(2) Physician Services. ! Issues. The NHA will monitor the
- ) ) ) | Medical Director’s QAPT participation
(d) The Medical Director shall be respansible for and attendance and repark any
the medical care in the nursing home. The ksues to the Governing Body. The
Medical Pirector shall: NHA will ensure the Medigal Director
ls fulfilling all requirerents detaited

3. Review reports of all aceldents or unusual
incidants oceurring on the prémises, identifying
hazards to health and safefy and racommending
Gorrective action to the adminisirator;

This Rule iz not mat ag evidenced by:

Based on review of the Medical Director
Agrsement, medical record review, facility policy
review, observation, and interviaw, the facility
Medical Director failed to coordinate medical care
in the facility by ensuring residents were '
appropriately assessed for the use of restraints,
and falled to ensure-residants were safe with the

in her confract.
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, $TATE, ZIP CODE

—~CORNERSTONE VILLAGE

2012 SHERWQOD DRIVE
JOHNSON CITY, TN g7609 =~ "~~~ -

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATGRY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION (%5}
{EACH CORRECTIVE AGTION SHOULD BE COMPLETE
CROES-REFERENCED TO THE APPROPRIATE DATE
1 DERICIENCY}

!
H
TAG |
|
[

N615i

]
H
i

N 682

Continued From pags 10
use of restraints.

The findings included:

Review of the Medical Diractor Agresment dated |

August, 2013 and amended on 8/156/15 revealed
"..Medieal Director shall...Recommend palicies
and procedures designed to achieve and sustain
the highest standards of professional
competence.,..On a monthly basis, review
incidents and accidents that ocour on the
premises of the center to identify hazards 10
health and safety...Participate in developing
wiitten poficies goveming the medical, nursing,
and related health services provided in the
Facllity..” .

Interview with the Medical Director {MD} on
511717 at 8:45 AM, in the conference room,
confirmed the MD was aware Resident #56 had
slid under the soft balt restraint; the resident is
"very active without safety awareness,” Continued
Interview confirmed the MD had made no
recommendations for restraint reductions in the
facility, “was helping with fall risk, numerous falls,
studies show restraints don't help with falls",
Continued interview confirmed Nursing helps
determine the use of restraints and Resident #55
wag at risk for serious harm, injury or death due
to his attempts to crawl out of the.restraint,

11200-08-06-.06(4)(f) Basic Services

{4) Nursing Services.

(D The facility must ensure that an appropiiate
individualized plan of care is prapared for each
resident with input fram appropriate disciplines,
the resident and/or the resident ' s family or the

" N615

i

Nasz

* 1. What corrective action (s) will be 6/15/17
accomplished for those residents
found to have been affected by the
deficlent practice;

Residents # 56 had his Care Plan

* revised on 5/10/17 by the Risk

. Manager to reflect hls current or

' continued nead for a restralnt due 1o cont,
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(X4 D SUMMARY STATEMENT OF DEFIGIENGIES 15 t PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSSREFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
N 682 . N 682 spasticity and involuntary :
Continued From page 11 i o movements/shakes rejated to a cont
resident * s representative. : traumatic brain injury along with
restraint monitor and to obtain
! quarterly restraint assessmentz, An
ThIS RUIE ]S nOf mEt as e\ﬂdenCEd by: eualuatlon fOr a 1955 restrictlve
Based on medieal record review, observation, . restraint was completed on 5/11/17
sln'o s henesd o toarosuan. || enemcnemontormgansne
assessment quarterly, and failed to include | ::f:celsntf:f:h';::é'ji;ﬁgpg
monitoring the use of a soft waist belt for 2 #56, | plan was up : .
#145) residents, On 6f6/17 a restralnt assessment
"was completed and restraint
The findings included: discontinued and resident placed in
: Rocking King wheelchair for mobility
Medical record review revealed Resident #56 was | ] ,and safaty,
admitted to the facility on 1/20/15 and readmitted Resident # 145 had her Care Plan
on 6/6/16 with diagnoses including Traumatic revised on 5/12/17 by the Risk
Brain Injury, Epitepsy, Dementia with Behavior -Manager to reflect her need fora
Disturba'nce, Psgudob}l]bar Affect, and .restraint related to multiple Falls
Generalized Anxiety Disorder. along with restraint monitoring,
L . Resident was discharged from facilit
Medical record review of a Physician's Order on 5/17/17. 8 v
dated.117!16 revealed "...D/G [Discontinue] MD notified of both residents’ need
alarming seif-release beltM Apply soft belt for continued restraint application
restraint for hx {history] of falls, poor safety ' PP
awareness, " * for safety related to falls or safety
related to spasticity on 5/12/17.
Medical record review of the Gare Plan reviewed 2- How you will identify ather
on 2/27/17 revealed “...use of restraints 1/t resldents having the potential to be
[related to] decreased safety awareness: soft beit affected by the same deficignt
restraint while up in wic [wheelchair].., Complete - practice and what corrective action
Pra-Restraining Assessment...Apply restraint and will be taken,
check q [every] 30 miniminutes) and releass g 0n 5/12/17 the DON, ADON and
[every:]_z h [h01l{rs] for toileting and :MDS Coordinator reviewed all other
repositioning... residents in the facility that had any
. ‘type of rastraint application
Observation on 6/9/17 at 2:00 PM, revealed the ‘Including rewewm!;ﬂheir Care Plang
resident in a high back wheelchair in the common R
area on the upper floor. Continued observation and revised a: “E??dtt: ensure all
revealed, on approach to the Nursing Stalion, component of restrain S on thei
another resident pointed at Resident #56, management are reflected on their g, N
Bivisicn of Meallh Care Faciitios
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(Xd} I SUMMARY STATEMENT OF DEFICIENCIES ID i PROVIDER'S PLAN OF CORRECTION : (X5}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX i {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TG GROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
N 682 | Continued From page 12 . NB82 care pli;;n includingl the quarterly copy.
. ; ! TeVIeEW for removal or the continued
Cantinued observation revealed Resldent #56 need for a restraint, correct type
was sliding down in the wheelchair with his fest and application ané reduction
up on another chair in front of him. Continued - attempts ! |
observation revealed a soft weist restraint was on I One an one teachab| h
the resident, sliding up towards the residents e ton 1 able moment wit
neck, with the restraint straps noted to be down & two Care Plan Coordinators was
between the sides of the wheelchair, crossed canducted on 5/17/17 by the NHA to

behind the resident, and looped over the kick ] feview the impartance of having
Spurs. Licensed Practical Nurse #1 (LPN) was accurate care plans to ensure proper
standing at the medication cart an the other side ! care is provided by staff,

of the nursing station and came to assist l 3. What measures will be putin
Resident #56 when summoned, ; place or what systematic changes
will you make ta ensure that the
Observation on 5/9/17 at 5:50 PM, revealed ~ | deficient practice does not recyr:
‘Resident #56 seated ina high back wheelchair in One on one teachable moment with
the common area on the upper flaor with the soft the two Care Plan Coordinators was

belt restraint in place, conducted on 5/17/17 by the NHA

Cbservation of the resident on 5/10/17 at 2:25 tzcrfw?" the Importance of having
P, revealed the resident seated in a high back accrate care plans to ensure praper
wheelchair with a soft belt restraint in place in the care Is provided by staff,
common area. On 5/12/17 the Administrator and
DON reviewed the restraint
Interview with Registered Nurse #2 (RN) on _ Management poficy and procedures
51117 at 5:55 PM in the MDS office confimed for needed revision but none was
the care plan had not been revised to include needed but supportive forms were
need to do restraint reduction assessment :updated.
quarterly. * A systematic approach will be ta
Medical record review revealed Resident £145 ‘have any resident that is assesseq
was admitted fo the facllty on 11/18/16 with for any type of restraint will be to
diagnoses inc!udinq Altered Meptal Status, have the residents Care Plan
Urinary Trgct infection, Dementia, and updated properly by the Risk
Hypettension. -Manager ta reflect the need for the

) ) S restraint type, monltori , ]
Medical record review of a physician's arder Wpe, monltoring, restraint

" - reduction attempts and correct
ated revealed “May use soft waist belt '
\?vhile L?;%SI\E eeerchaﬁg_," Y applicatlon of the apparatus.

The DON, Asslstant Director of
Medical record review of the current Gare Plan Nursing and NEW Risk Manager cont
reviewed on 2/24/17 revealed "...Risk for falis /t )

Diviston of Health Care Facliities ’
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NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GIYY, STAYE, ZIP CODE
2012 SHERWOOD DRIVE B
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X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CQRRECTION I xg)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
. DEFICIENCY)
N 682| Continued From page 12 " NEBB2 were in-serviced on 5/17/17 by the  cont,
: NHA on the requi t of having :
Gontinued observation revealed Resident #56 resident qlwrempfn ; aving
was sliding downr in the wheslchair with his feet ICENts care pian revised on a
up on another chair in front of him. Continued quarterty basis to reflect the
observation revealed a soft waist restraint was on I festralnt assessment for reduction,
‘;he lr(ei;d;ntL slidir;g ;}; totr'.;ards ttgedntasigeré‘t‘s : monitoring, continued usage, and
SCK, Witn the restraint straps noted to be down | -
between the sides of the wheelchair, crossed application. An audlt was put in
behind the resident, and looped over the kick place by the NHA ta ensure that the
spurs. Licensed Practical Nurse #1 {(LPN)was | Care Plans have been updated with
s;aur':ding afi the g;dicatizn cart Utg the ;:tther side the need for the rastraint,
0T the nursing station and came to assis monitoring, continued use
. o _ X
Resident #56 when summened assessment for reduction, This audit
Observation on 5/9/17 at 5:50 PM, revealed is to be done by the DON, Risk '
‘Resident #56 seated in g high hack wieelchair in Manager, Unit Manager, and/or RN
Ehen?tcomtrn;ﬂ _z-lreal'l on the upper floor with the soft Supervisors each shift. The goal of
fesiramtin place. the audit will be 100%
Observation of the resident on 5/10/17 at 2:25 comphiance, if the goal is not met,
PM, revealed the resident seated in a high back then the identified staff member
wheelchair with a soft beit restralnt in place In the wha s not meeting the goal will be
common area. ré-educated, Continued failyre to
Intsrview with Registered Nurse #2 (RN) on comply with the goal by the
5/11/17 at 5:55 PM in the MDS office confirmed identified employee will result in
the care plan haq nat been_ revised to include Progressive disciplinary action, 4.
gﬁsiet‘?‘ydu restraint reduction assessment How does the corrective action(s)
Medical record review revealed Resident 2145 will be monitored to ensure the
was admitted to the facility on 11/18/16 with deficient practice will not recur; i.e,
diagnoses including Alterad Mental Status, What quality asstrance Rrogram
Urinary Tract infection, Dementia, and will be put in place.
Hypertension.
. . -Beginning 6/1/17 the N
Medical record review of a physician's order ‘will ravi 861/ @ NHA or DON
" . :Will review aRl restraint care plans
dated 3/28/17 revealed "Nay use soft waist belt :and new admissions’ care plans per
while up in wheel chair... month for a period of 3 months to
Medical record review of the current Care Plar .?“5”{ efcare plans are accurate and cont
reviewed on 2/24/17 ravealed "...Risk for falls r/t imely for restraint information: :
Divislon of Health Care Facilities
STATE FORM L Lo It catliniation shaal 13 of 28
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SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFGRMATION)

X4 1D
PREFIX
TAG

[0
PREFIX
TAG

: FROVIDER'S FLAN OF CORREGTICN

i (EACH CORRECTIVE AGTION SHOULD 8E

CROSS-REFERENCED TO THE ARPROPRIATE
DEFICIENCY)

{
COM,;’?ETE
DATE

N 882| Continued From page 12

Continued observation revealed Resident #56
was sliding down In the wheeichair with his feet
up on another chair in front of him. Continued
observation revealed a soft waist restraint was on |
the resident, sliding up towards the residents :
neck, with the restralnt straps noted to be down i
between the sides of the wheslchalr, crossed
behind the resident, and loaped over the kick i
spurs. Licensed Practical Nurse #1 (LPN)was |
standing at the medication cart on the other side !
of the nursing statlon and came to assist !
Resident #56 when summoned, i
Observation on 5/9/17 at 5:50 PM, revealed
‘Resident #56 seated in a high back wheelchair in
the commeon area on the upper floor with the soft
belt restraint in place.

Observation of the resident on 511017 at 2:25
‘PM, revealed the resident seated in a high back
wheslchalr with a saft bett restraint in place in the
common area.

Interview with Registersd Nurse #2 (RN) on
oM17 at 5:55 PM In the MDS office confirmed
the care plan had not been revised to include
nee to do restraint reduction assessment
quarterly.

Medical racord review revealed Resident #148
was admitted to the faciiity on 11/18/16 with
diagnoses including Altered Mental Status,
Urinary Tract infection, Dementia, and
Hypertension,

Medical record review of a physician's order
dated 3/28/17 revealed ‘May use soft waist belt
while up in wheel chair,..”

Medlcal record review of the current Care Plan
reviewed on 2/24/17 revealed *...Risk for falls i/t

. N 882

updated quarteriy, assessed for
continued use, menltorlng and
application of the correct restraint
type. ,
Beglhning May, 2017, the DON will
report manitoring outcomes of care
planning of restralnt management
auditing to the quarterly QAPI
Committee meetings. The
Administrator will report to the
Governing Body cancerning audits of

' restraint outcomes on a quarterly
basis beginning 6/21/2017

cont.
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N 682; Continued From page 13 N 882 ;
[related to} noted confusion and need far '
extensive assist with transfers and
atnbulation...soft waist belt while in wheel chair i
Start date: 03/28/17..." Continued review of the X
current Gare Plan revealed no documentation for .
the monitoring of the soft waist belt. ' : ;

i i
Observation on 5/10/17 at 1:50 ©M revealed the :
resident seated in a wheelchair, in the hallway, }
with a soft waist beit restraint in place. .
i
Interview with Registered Nurse (RN} #2, on
5/10/17 at 11:10 AM, in the MDS office, confirmed
the care plan was not revised to include the need
.for the soft waist belt restraint to be checked
every 30 minutes and released every 2 hours, or
the need to do a restraint redyction review every
3 months,
N 698 1200-08-08-.06(4)(v) Basic Services N 898 1. What corrective action {5) will ba 6/15/17
. . accomplished for those residents
(4) Nursing Services. ‘found to have heen affected by the
. , deficient practice:
(v) Residents® weights shall be taken and Resident #51 explred on 3/28/2017
recorded at Iea.st Fnonthly unless contraindicated . at 16:32 at the hospital. Resident
by a physician ' s order. : #511s no longer a resident at this
This Rule is not met as evidenced by : ;E}?g;:_? i;:i?;{l? 'tg?;ﬂ]')/;;"
Based on review of facility policy, medical record d Attorney did st ntermal
review, and interview, the facility failed to - and Attorney did an inte o
maintain acceptable nutritional status, resulting in - Investlgation on resident #51°s
a10.9% weight loss for 1 resident (#51). medical record which included
- Physicians orders, progress notes,
The findings ncluded: care plans, assessinents, MDS, ate,
along with the State Surveyors
Review of the facllity policy Weight Loss * deficiencles during survey. The
Prevention (undated) revealed "..Weight loss review was used to Identify potential
intervention will be implemented for those issues that could affect all residents
residents experiencing a weight loss... Weight as described hereln, .
cont.
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DEFICIENG
N 698 | Continved From page 14 N 698 NOTE: the comment made by the 1
: . CDivt thal Lhe DON ind NHA were
loss lnterv_ention i3 Implecmented to prevent aware that weighlys were not being
furl‘lg[er \:raaght: iltqss :?nr: I: mrflinl:ain improve the: obtained is UNTRUE, The NHA was
Icsident's nutritional stans, . . e <
AR nat aware but was made so on
. . 327117 of the issue of only Lwo
Medical record review of the haospital sdmission . . .
repornt dated 24317 revealed Hesident #51 :.ovorghts ?n Re;:de_n ¢ ”E."TL Upan
weighed 17 pounds. internal investigalion, it wis noted
) that this resident was anly weighed
Medical record review revealed Resident 451 was on 22117 and a/17/17. ”I-I! DM
admitted ta the facility on 2/18/17 with dlagnoses nor fermer DON did nol advise the
including Fracture of the Calcansaal {bone in the NHA of only these lwo weights balng
ankle) of the Left Ankle, Atrial Iibrillation, Chronic abtained. The CNM had used the
Obstructive Pulmonary Diseases Hard af Heuring hospilal welght as his admission
i ary o F 40 P B
and Senile Dementia. Further review revealeac weifthl and he continued to use the
Resident '{ﬁ51 QEscharged 10 the haspital on hospltal weight or laker the 1% N :
324717 with diagnoscs including Dehydration, weight for analysis. There wils not )
Urinary Tract [nI’cL_:lﬂio-n. and Scpiiccmia (infoction any information relayed Lo the NHA
!31‘; él;ﬁll;lood} and passed aweay at the hospilad on in any Morning Clinical Meeting that :
- identificd that welght were not
. . . .. 'k s
Medical recurd roview of the Baseline Admission :::rngiobtallnie[d except c;';;}':/ hewres
Care Pian dated 2/18/17 revealed *.._consumes " ‘::_SDO" which was on 3 L whore
&8s than 75% of od/or luids at most @ (-DM stated thal weights had nat
mesls...broken or missing (eeth...weigh and been golten In two weeks, This was
monitor results,...Observe for s/s in refalion to the purchase of a new
[signs/symptoms| of dehydration & [and] report to scale thal had urrived, then was sont
nurse..." back for replacesnent, There wore
. ) two Hoyer Lt Scales in e facility.
Medical record review of the Daily Charting And the former 0.0.N."s furcnor
completed by the Certitled Nurse Assistants Weight C.N.A, was desigiited Lo get
(CNAJS dated 2.’1 8!1 1to :};241“' 1 ravealed l.'hf,'! W'I'.‘.ights. The NHA demanded
Residont #51 consumed 25% or less for 71 of that 2 1 naner wheelchair Scale be
.1 02 mr::a.IS, and 18 meals had ro decumontation obtiined that day (delivered the
if the: residont consumed any of tho meal. next morning) fo o the weights on
Medical record review of Ue laboralory restlls Th]'er,e N e"',d‘fi':f’ In the dieat rocord
dated 2/19/17 revealed the resident was Anemic admission resldent’s medical recor,
(low iron) during Lhis time: friame: of wiights
belng obtained per the Hayor Lifis. cont
Medical record review of Residenl #51's weights (ther than t_l_]_liqne' commenbt lhc-:ru_ . —
Division of ! lualth Gare Facililos ' ’ T B
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| dated 2/21/17 (3 days after admission) revealed a
| weight of 164.4 pounds (12.6 potnd weight loss).
} Continued review of a weight dated 3/17/17

! {approximately 1 month after admission) revealed
| Resident #51 weighed 146.2 pounds, a weight

| l0ss of 18.2 pounds or 10.9% of the resident's

! body weight.

Medical recerd review of the Physician Standing
Qrders signed by the resident's physician an
2{22/17 revealed “.\Weakly weights X [times] 4
weeks on adrmission, if stable then monthly..."

Medical record review of “Dieiitian
Gommunication/Order Form" daled 2/22/17
revealed "...recommend multivitamin for
fincreased] nutrlent needs..."

Madical record review'of Resident #51's Gare plan
dated 2/28/17 revealed "...| am at fisk for altered
nutritional status rft [related to} assistance with all
meals and a dx [diagnosis] of dementia...| will
have a PO [by mouth] intake of at jeast 51-75% of
most meals by next review.. Weigh me and
monitar my weight per facility policy...Monitor my
daily food and fluid intake...Coardinate my
nutritional care with RD [Registerad Distitian), MD
[Medical Doctar], and other disciplines as
necessary..."

Interview with the Certified Dietary Manager
(CDM) and the Executive Chef on §/12/17 at 2:35
PM, in the conference room, revesled the M
monitored residents’ weights oblained by the
weight team, Further interview revealed the CDM
used the weights to determine if he
recommended the RD sees the resident.
Continued interview revealed Resident #51 was
nof weighed for several days after admission.
Further interview revealed for several weeks In

" with another Weight Team C.N.A[5)

.refusing to do weights as assigned by

‘former DON failed to enforce these

|- CORNERS: VILLAGE . At byt e e
STONEMILLA : JOHNSON GITY, TN 57601
xHE - SUMMARY STATEMENT OF DEFIGIENCIES ., Ip PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX i (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) fTAG CROSS-REFERENCED O THE APPROPRIATE bATE
| , DEFICIENCY) ;
N 5g8 Continued From page 15 N 598 Is no other mention of weights not
!

belng obtained.

2. How you will fdentify other
tesidents having the potential to be

affected by the same defictent

practice and what corrective action

will be taken, All other residents in

the facllity had their medical record

reviewed and a current weight was

cbtained {except 3 hospice cases) by

the new welght team assigned by

the NHA on 3/27/17. All weights

were prasented to the COM and/or

Diletitian for analysis along with MD
notification for any nutritional

interventions. ,
3. What measures will be put I ;
place or what systematic changes :
will you mrake to ensure that the
deficient practice does not recur:
Upon being notiied of missed
welghts on 3/27/2017, the NHA
replaced the former Weight CNA
responsible for obtalning weights

cont,

due to former Welght Team C.N.A

the former DON and not using the
available scales in the building, The

requests. New Weight C.N.A.(3)
assigned to do welghts on 3/27/2017
were in-serviced on the two Hoyer
Lift scales and the Loaner Scales, and
new welght scales. Beginning on
5/17/17 the DON , Risk Manager,
&/or RN Supervisor in-setviced all

nursing staff (RN, LPNs, CNAs) on cun't.

Diviston of Haallh Care Faciitias
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Division of Healih Cara_achities . L.
S1ALLMENT OF NFFIGIENGIES {X1) PROVIDFRISUPFLIERICLIA (X)) MULTIPLE CONSTRUGTION (13) DAIL SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMLL: A BUILDING: ) COMPLETLD
TH2002 B. WING . 05/17/2017
NAME OF PROVIULI €I SUPPIIER STREET ADDRESE, CIY, STATE, ZiP CODE
e PP T 2012 SHERWOOD DRIVE o
CORNERSTONE VILLAGE JOHNSON CITY, TN 37801
X4 SUMMARY STATFMENT OF DEFIGLNGILS L | FROVIDER'S FLAN OF CORRECHION (x5)
DRFFIX {FACH DEFICIENCY MUST LU, 1MUCROED BY FULL PREFIX {ERCI CORRECTIVE ALTION S1CULD BE COMPI FTC
TAL REGULATOIY QR 1 56 IDENTIFYING INI-ORMATICIN G CHOSE-REFERLNCECL TO THE APPROFRIATE DATE
. BEFICIENGY)
N GQB! Continucd From page 16 4 G35 nolifying the physlcian when ont.
! _ resident’s conditlon changes (docline
: February and March there wore ho weights in weight}, welghl management
: ublained by the weight team, und the CHM - policy. The COM and wore in-
, :;gﬁ:;({? H:szlf;ﬂle Administiglor and DON in serviced cancerning the chinges In
: 9 meetings. the weight management team,
{ Interview with the Adminislrlor and the Director documentation of ural intake o
+ of Nursing (DON) on 512/17 at 3:15 PM, oulside  percentages of each meal, roles and
« 0l lhe Administrator's office, confirmed only 2 responsibilitlus in regards Lo Lhe
 welghts were obtained during Resident #41's stay resttlent’s weight managemenL and
- al he facility. nutritlonal slatus. Any stall missing
g in-servicing will not work unii they
Interview with Licensed Mactical Nurse (LPN) #6 receive: the education. Any staff who
on 557 al 9:56 AM, at the downstairs nurse's fall to comply with the palnts of the
i dF!f;K,_ contitmed he was aware of Resident #51's In-services will be further educilod
poor intake and did nul nolify the Nurse andfor progressively disciplined.
Fractitiones (NDP) ar the physician. Ay 4 systematic process poing
Interview with 1.1°N #7 on 5/15/17 al 9:56 AM. at :fmard’ the: COM was advlied by
] \ ' e NFA on 5/12/17 1o never use a
the downslairs nurse's desk, confirmed she was hospital welsht i the future lor th
aware of Resldent #51's poor intake and did not 10 ,m' - m. the " "n,' or e
nolify the NI® or the physician. rc.-sldc-:_nt 4 admss‘smn weighl since
there is such a discrepuncy in the
Interview with Cerfified Occupallonal Therapist two facility scales.
Assistant (COTA}#1 on 5MEM7 at 10:01 AM, in the: MO and/or NP will be advised of
the upstairs dayroom, revealed COTA #1 worked any significonk weight losscs ns Lthey
with Resident #51 during his stay in the facility. vccur so appropriate interventions
Further intervicw revealed Resident #45'] moslly can be implemented timely, The ;
picked &l his foor, preferred smaoth congistency, . NHA also implemented a new i
and did better with finger funds due to his Weight Teaim consisting of three
impaired vision. Conlinued interview with COTA C.NLA."s, Lie Actminitrative Assist/Pt :
#1 confirmed she did nof report to the RD he Representative, DON,ADON, Risk
| wasn't caling "...hat is nursing’s job...” Manager, Therapy Minuger, Sociat :
WA ViL M : etitian Lo
| Intorvicw with NP #1 an 5116017 at 11:21 AM in ?L:‘S::igg;;ght"l | Dietitan
the small conference roomn, revealed NP #1 was . . ) '
i i o Limely 3/27/17. Education was !
in the facility Monday throngh Friday each week, ided ta the DON. Assistant DO '
Further inteiview revealed new admission provided ta the DON, Assistant DON, ,
residents were weighed weekly tor 4 weeks and COM and Dictitlan on the welght
then monthly. Conlinued Interview revealed NP management process new welght
#1 usually received reports front Nursing Leam mecting ind weight C.NA.S by

IFcontlrouation aheel 17 of 28
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: February and March there were no weights

i abtained by the weight team, and the CDM

, reported this o the Administrator and DON in
} moraing meetings.

i

! tnterview with the Administratar and the Director

i of Nursing (DON) an 5/42/17 at 3:15 PM, outside
 of the Administrator's office, confirmed only 2

. weights were abtained during Resident #51's stay
1 at the facility,

Interview with Licensed Practicsl Nurse (LPN) #6
on 5/115/17 at 9:56 AM, at the downsiairs nurse's
desk, confirmed he was aware of Resident #51's
poor intake and dld net notify the Nurse
Praciiioner {NP) or the physician.

Interview with LFN #7 on 5/15/17 at 8:56 AM, at
thé downstalrs nurse'’s desk, confirmed she was

— LHVISION oF neailh Care
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BUILDING: COMPLETED

TNS0O2 B, WING 05/M7/2047
NAME OF FROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CORE
T T T 2072 SHERWOOD DRIVE
C 4 wradl F SN A = omEa - ..
CORNEBSTONE VILLAGE JOHNSON'CITY, TN 37801 .
4o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION %9
FREFIX . {(EAGH DEFICIENGY MUSYT BE PRECEDED BY FULL PREFIX {EACH CORRECTWE ACTION SHOULD BE GOWLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAT
i DERFIGIENGY) .
i .
N 698" Gaitinued From page 16 Negs | theNHAS/17/17.

4, How daes the corrective  CONt,
action(s) will be monlored to
ensure the deficient practice will
not recur; Le., What quality
assurance program will be put in
place.

Beginning 5/24/17 the NHA
implemented an audit to be done
weekly by the Administrative
Assist/Pt Rep. to ensure that weights
are being completed on admisslon
then weekly then manthly as
Indfcated. The MD will initial the

weight log and will be advised of any
significant weight losses/gains so
interventions can be implemented if
needed. Beginning 4/3/17 the NHA
and DON implemented an audit of

aware of Resident #51’s poor intake and did not
notify the NP or the physician.

Interview with Certified Qccupational Theraplst
Assistant (COTA) #1 on 5/15/17 at 10:01 AM, in
the upstairs dayroom, revealed COTA# worked
with Resident #51 during his stay in the facility.
Further interview reveaied Resident #51 mostly
picked at his food, preferred smooth consistency,
and did better with finger foods due to his
impairad vision. Continued interview with COTA
#1 confirmed she did not report to the RD he
wasn't eating "...that is nursing's job..."

Interview with NP #1 on 5/16/17 at 11:21 AM in
the small conference room, revealed NP #1 was
in the facility Monday through Friday each week.
Further interview revsaled new admission
residents were weighed weekly for 4 weeks and
then monthly. Continued interview revealed NP
#1.usually received reports from Nursing

it ercentage stieats, weight
logs, weekly welghts to be
completed by the Admin. Assist/Pt
Rep that will be used at the weskly
weight meeting to ensure that the
Medical Director has been notlfied :
of significant weight losses/pains. ,
Audlts wili be performed weekly by
the Admin Assist/Pt Rep x 8 then |
monthly thereafter, :
Beginning 5/18/2017 the DON & i
Nursing Supervisor checked glf !
resident’s chart for any missed ;
dacumentation an meal percentages i
-and documantation of weights and ,
medications not documented. There |
were ne residents with missed '
documentation of meal percentages, !
welghts or meds, These checks will i
be done daily for 4 weeks then  €ont. ;

Divislon of Haglth Care Faciitias
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x| | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRES'TION 5
PREFIX ; (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFI% (EAGH CORREGYIVE ACTION SHOULD BE GOMPLETE
TAG ' REGULATORY ORLSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
N 698; Continued From page 16 N 898 randomiy an a monthly basis. If any cont,
. . documentatlon is rot done the staff
; February and March there were no weights nurse or C.N.A. respansible for the
: obtained by the weight team, and the CDM missed documentation will be
. reported this to the Adminlstrator and DON in ired to raturm t Kt
1 morning meetings. -] Fequirec Lo retur to wor
i complete documentation. The goal
| Interview with the Administrator and the Director of the audit will be 200%
! of Nursing (DON) on 512117 at 3:15 PM, outside compliance. If the goal is not met,
« of the Administrator's office, confirmed only 2 then the identified staff member
- weights were obtained during Resident #51's stay who is not meeting the goal will be
: at the facility. re-educated. Continued failure to
i camply with the goal by the
Interview with Licensed Practical Nurse (LPN) #6 identified employee wili resuit in
on &6/16M7 at 2:56 AM, at the downstairs nurse's progressive dlsciplinary action,
desk, confirmed he was aware of Resident#51's | Beginning May, 2017, the DON will
poor intake and did not notify the Nurse report monitoring cutcomes of :
Practitioner (NP) or the physlcian. weight management auditing to the
Interview with LPN #7 on 515117 at 8:56 AM, at quarterly QAPI Committee meetings. ‘
the downstairs nurse's desk, confimed she was The NHA will reparttothe :
aware of Resident #51's poor intake and did not Gover_ning Body concerning audits of _l
notify the NP or the physician. restraint outcomes on a quarterly
basis beginning 6/21/2017.
Interview with Certified Occupational Therapist
Assistant (COTA) #1 on 5/15/17 at 10:01 AM, in '
the upstairs dayroom, revealed COTA #1 worked
with Resident #51 during his stay in the fecility, :
Further interview revealed Resident #51 mostly :
picked at his food, prefesred smooth consistency, {
and did better with finger foods due to his
impaired vision. Continued interview with COTA :
#1 confirmed she did not report to the RD he
wasn't eating "...that is nursing's job..." ,
Interview with NP #1 on 5M8/17 at 11:21 AM in
the small conference room, revealed NP #1 was 1
in the facility Monday through Friday each week. !
Further interview revealed new admissian :
residents ware weighed weekly for 4 weeks and !
then monthly. Continued interview revealed NP !
#1 usually received reports from Nursing i _J
Divisicn of Health Care Faciities
STATE FORM e LASW1 if continuation sheet 17 af28
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HID SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION {45)
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DEFICIE

N©98. Continued From page 17 N 628

Supervisors or the CDM if a resident had a poor
- appetite. Continued interview revealed the NP
was not notified of Resident #51's poor appetite,
or severe weight loss until 3/24/17 the day
Resident #51 was discharged fo the hospital,

" Interview via islephone with Resident #51's

+ physician on 5/16/17 at 1:30 PM, revealed the .
physician was first notified of Resident #51's poor
nutritional intake on 3/23/17, the day hefore
Resident #51 was discharged to the hospital.

; Further interview confirmed had the physician
been natified of the poor intake, she could have -
made recommendations to try and increase the
resident's intake and reduced the weight loss,

¢ Interview via telephone with the RD on 5/46/17 at : .
2:00 PM, revealed the RD ordered the ]
- multivitamin because the laboratory resuits dated :
211917 showed the resident was anemic, Further
interview revealed the RD was never notified of
Resident #51's poor intake or severe welght loss.
Continued interview revealed the RD would have
made recommendations for interventions, since
the 177 pound hospital weight was on the lower ;
aspect of the resident's Ideal Body Weight. .

Interview with the Administrator on 5/16/17 at - i
3:00 PM, in the small conference roorm,
confirmed the facility did not follow Physiclan's
orders or facility policy to obtain weights for
Resident#51 and to implement interventions for
the resident with a poor appelite, to prevent -
severe weight loss, resulting in a 10.9% weight T
loss in less than 2 mont

N 700} 1200-08-05-.06(4)(x) Basic Services N 780 1. What corrective action {s) will be ;
accomplished for those residents ! 6/15/17
{4) Nursing Services. found to have been affected by the cont.

-

Division of Health Care Facillties .
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{x) Restraints may be applied or administered to

" residents only on the signed order of a physician.
The signed physician * s order must be for a

. Specified and limited period of time and must
document the necessity of the restraint. There

- shall be ho standing orders for restraints.

_This Rule is not met ag evidahced by:

; Based on facility policy review, medical record

. review, observation, and interview, the facility

: failed to ensure Physician's Orders were obtained
- for the uss of restraints for 5 (#59, #34, #77,

| #134, and #14) residents.

! The findings included:

Review of the facility policy Restraints, reviewed
7114118, revealed *... The resident has the right to
| be free from any physical or chemical restraints

: imposed for purposes of discipline or
convenience, and not required to treat the
resident's medical symptoms...Physical
Restraints are defined as any manual method or
physical or mechanical device, material, or )
equipment attached or adjacent to the resident's
body that the individual cannot remove easiy
which restricts freedom of movement or normal
access fo one's body. Physical restraints include,
but are not limited to, leg restraints, hand mitts,
soft ties or vests, lap cushlons, and lap trays the
resident cannot remove ¢asily...Using devices in
conjunction with a chair, such as trays, tahles,
bars or belts, that the resident cannot remove
easily, that prevent the resident from rising
...Restraints may not be used or applied in a
manner; which causes injury to the

patient...Physical restraints shall bs checkad

o FORM APPROVED
Division of Health Care Faciiities
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TNg002 B.wing 05/17/2017
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G SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFICIENCY MU!ST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAS REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
N 700 i
. Continued From page 18 N 700 deflcient practice: - cont -

A Restraint Reduction Assessment . _
was campleted for all residents on '
5/12/17 by the New Risk Manager, )
New DON, ADON, and RN f
Supervisor. If any changes were .
made, a physiclan order were
obtained as follows:

Resident #56 had a new restraint
reduction assessment completed on
5/12/ 17 by the New Risk Manager,

. who changed the soft belt restraint
to a “pelvic slider belt” with a
physlclan order that this apparatus is
used for this resident’s safety related
to a traumatic brain injury causing
him to have spasticity and
involuntary mavement/shakes. On
6/6/17, this resident had another
restraint reduction assessment and
the restraint was discontinued, He
was placed [n a Rocking King
Wheelcehair for safety and comfort,
Resident #59 had a restraint
reduction assessment on 5/17/17
with no changes and remalns in a
Gerl-chair with a tray top. On
6/6/17, this resident had a restraint
reduction assessment and her
restralnt was discontinued. The
resident was placed in a Ormeda
Wheelchair for positioning and
safety.

Resident #34 had a restraint
-reduction assessment on 5/17/17.
with no changes and remains In a
Gerl-chair with a tray table OR a t
wheelchair with a soft belt restraint

Division of Health Cara Faclities
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-every-(30) minutes and released avery-two (2)
hours so the resident may be exercised and
offered toilet access...A signed, dated , written
physician order shall be required for a physical
restraint. This order shall include the type of
restraint to.be used, reason for use...Restraint
use will be assessed by the interdisciplinary team
on admission and readmission and at least
quarterly for elimination, reduction or continued
need based on resident’s condition.."

Medical record review revealed Resident #59 was
admitted to the facifity on 8/10/15 with diagnoses
! including Hypertension, Alzheimer's Dementia,
. Anxiety, Depression, and Psychosis.

' Medical record review of the physician's order
, dated 2/26/16 revealed "Faited reducton-Ger
: chair {Gchair] with tray table due to poor safety
! awareness, multipte falls. DX [Diagnosis]

: dementia”,

i Medicai record review of the Pre-Restraining

! Evaluation dated 2/26/16 revealed "._.w/c
 [wheslchair] with lap buddy-falled-Gehalr with tray
i 2/29/16..."

! Medical record review of Resident #59's care plan
dated 2/20/18, revealed "...Geri chair with tray top
up...Review my restraint use quarterly and prn {as
needed] for potential reducticon...”

Observation on 5/8/17 at 4:15 PM, in the 500
haliway near the elevator revealed Resident #5¢
was seated in a wheelchair with a soft lap belt

: applied (not in a geri chair with tray top). Resident
#59 had slid down in the wheelchair with the soft
lep belt around her chest, just under her breast.

per dsughter’s {employee) requast,
On &/6/17 a restralntreduction
assessment was completed and her :
restraint was removed and placed in ,
a Broda Tilt chair for safety and i
comfort.
Resident #77 had a restraint
reduction assessment on 5/5/17 and
soft belt restraint discantinyad,
Resident #83 had a restraint
reduction assessment on 5/17/17
with no changes and remalns In a
soft belt at the husband’s request.
Resident #145 had a restraint
reduction assessment on 5/5/17
with o changes and remained in a
Softbelt due to a fall rlsk, On
5/15/17 Resident was discharged to
ACLF.
Resident #145 was discharged to
Assistad Living on 5/15/17.
Resident #100 had a restraint
reduction assessment on 5/17/17
with no changes and remainsina
soft belt restraint. On 6/6/17 a
restraint reduction assessment was
done and her restraint was
discontinued to a Dyn-Seonter Chair
for safety and comforter.
Resldent #124 had a restralnt

- reductlon assessment on 5/5/17, A
reduction was attemnpied bur was
not successful so restraint was
reordered on §/11/17 and remains
in place. On 6/6/17 another restraint
reduction assessment was
completed and resident was placed
in Broda Pedal Rocker for safety and

cont.
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N700 Continued From page 20 N 700 comfort cont.
Interview wilh Registered Nurse (RN) 71 on Resident # 14 had a restraint
/8117 al 4:15 PM in the 500 hallway near ihe reduclion assessment on 5/17/17
vlevator, revenled the RN did not identify the which was discontinued on 5/17/1/.
. resident had been placed in a resbaint that had Resident 152 has a restraint
nhol been ardered and the jesident had not been reduclion assessiment on 5/17/17
; assessed for the use of (his lype of restraint, with no changes and the soft belt
Inbeaview with LN #2 on 5/8/17 at 4:2b PM, on o ltce. ON 6/6/17, this
- the 500 hallway near the elevator, did not identify Fos d? ht was Lansferred Lo the local
the resident had been placed in an incorrect hospital for Acute care ireatment,
: restraint and confirmed the restraint was Restdent 11108 hiad a restraint
positioncd oo high on the resident. reduction assessment an 5/1//17
. with no chanpies and the solt bolt
_ + Observation and interview with CNA#1 on 5/9/17 _ remined in place untll 5/27/17
} , At 4:25 PM, on the 500 hallway near lhe clovator, - when soft belt was redured to a
. : revealed lhie lap belt could be at chesl level pommel cushion with dycem while in
' : bucause the residont was small and she se0uts the wheelchair. On 6/6/17 a
i » araund in a chair, *,..5he s usuelly in a gert chair, vestraint reditction assessment was
' l I don'l know who put h_er in this chalr with the completed and the restraint was
belt...” discontinued. The resident was
Interviews with CNA #2 on SIHAIT 2426 PM, i :’;‘,’;f;::jf;:ﬁ:r':“dmc Rocker for
! tesident room near the upstairs ining area, e vl 1o .
tievealed GNAZ? got Resident #59 out of the ba ;’;g u":L " ""C‘I?: rs {::53' d#'h:’ and
on 5/8/17 it the afternoon, placed Resident #50 ¥77) Who were ideivtified during
in the whecl chair, and applied the soft bell survey with restraints in use whiich
restraint “,. 1 didn't know, fwrong restraint) nobaody were not the corroct Testiint, the
told me, I went pust 3 full time CNAs and they Risk Manager immediataly correctod
didivl say anything...when we do rounds they just , Lheir restraint to the: correct Lype of
say it they are dry, sick, that's the extent of restralnt 5/9/17.
it...Ihey don't say anything about restrairts...* The thron residents (#56, 159 and
108) who were iduntiled durlng
! Medical record review ravealed Resident #34 was survey s having restralnts applied in
admitted lo the facility on 7/6/15 with diagnoses an unsale manner during survey, had
including Hyperlension, Dementia, Psychosis, Lhese restrainls removed and
Schizophrenia, Anxiety and Depression. correctly applivd on 5/09/17 by sk
Medical d revi fthe physician's ordors Manager. The one resident (#34)
adical record review of the physician's or ifont: e ; a5
from 211716 to 5/11/17 and Interview with | PN #1 xféfvﬁzs,:gi':lg‘d: purin oy T cont
on 5711717, at 9:00 AM, neur tho upstairs nurse’s ' ? |
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) ontinued From page 21 7 pushing on the restraint tray table cont.
1. desk, confirmed no physician's ordars werg in - | -had.thetray.remeved on S/11/17 — -
! p[ace for Resident #34 to be placed in & geri chair due to no physician order.
i with a table top in place, 2. How you wili Identify ather

residents having the potential to be
affected by the same deficient
practice and what corrective action
will be taken,

{ Medical resord review of the Physician's Order

: dated 3/3/17 revealed "{1) Discontinue Geri chair
: With tray top when out of bed. (2) Wheel chair

; with soft waist Belt and anti-tippers when out of

; bed as tolerated.” (no reason/diagnosis stated) On 5/12/17 ti_1e DON, ADON and Risk
! . Manager reviewed all restdents who
; Observation and interview with CNA #14 in the have restraints in the facility for

; Upstairs dining area on 5/8/17 at 12:00 PM, apprapriate assessment for

' revealed Resident #34 seated in a reclined geri Iinplementation of a restraint,

} chair, with an attached table in place, waiting for physician orders for the identifled
the tunch meal, and pushing on the tabla, restraint, restraint reductian, if
Interview with GNA #14 revealed *we always put possible or alternative type or
the tables up on the geri chairs for funch.” downgrade, continuation of the

restraint and care planning along
with correct restraint application.
Any issue regarding the restraint
usage that was Identified was
reported to NHA and/or Medical

Observation on 5/9/17 at 9:10 AM, 11:00 AM,
12:45 PM, 4:30 PM, and on 5/10/17 at 8:00 AM,
and 8:30 Al, In the: dining areq, revealed
Resident #34 in the reclined geri chair with the
attached table in place, slightly agitated, and

asked to have the table off. Continued Director. i )
observation revealed the tray table was not 3. What measures will be put in
removed, place or what systematic changes
will you make to ensure that the
Medical record review revealed Resident #77 was| - - deficlent practice does not recur:
re-admitted to the facility on 513118 with On 5/17/17 the NHA, New DON,
diagnoses including Congestive Heart Failure, ADON, House Supervisors reviswad
Depression, Arthiitis, and Peripheral Vascular and revised the Policy and procedure
Disease, for Restraint Management including
. usage and physician notification,
Medical record review of Physictan's Orders On 5/08/17 the NHA in-serviced the
dated 3128117 revealed "...May use soft waist new DON, Asslstant Director of
[restraint] while up in whesl chair... (no reason or Nursing, Restraint Manager, House
diagnosis stated) 8V, Medication Nurses and C.N.A.s
Medical record review of the physician's order an restraint application
dated 5/5/17 revealed "Check resident lower requivements per the facility’s policy ~ cont..
Divislon of Health Care Faciitios
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N700 Continued From page 22 N 700 ond procedure and the correct  Cont.
o 1 extremities daily @ [at] 10 AM, if pitting edema Is application.process. L.
" present, resident is to be in geri chair when out of On 5/12/17 the NHA , DON, Risk

. bed." Manager conducted a mandatory In-
1

service on the facility's Restraint
pelicy to all nursing staff (RNs, LPNs,
& CNAs) . No staff will work until
they have recelved this education.

- Observation and interview with GNA#14 on
: 5117 at 8:30 AM, in the upstairs dining area,
- revealed Resident#77 sitting in a geri chair with
; the tray table in the up posttion. Interview

: . - : o The Don & ADON will reconcile it
: confitmed the resident was sitting in the geri chair .
with the tray table in the up position and the CNA | Withacurrent emplove: roster and
failed to identify the resident was supposed to be alsothe employee schedule,
in a soft waist restraint, Effective 5/12/17, any staff who fail
' to comply with the points of the in-
i Observation and interview with LPN #1 on services will be further educated
§/11/17, at 8:35 AM, confirmed Resident #77 was and/for progressively disciplined as
seated in the geri chair with the tray table in the indicated,
Up position, and the LPN did not recognize the After completing the mandatory in-
] resident was to be in a soft waist restraint. sarvice on 5/16/17, a post test was
. , ' . given to all RN's, LPN's and C.NLA's
M.edlcal record review of the Physiclan's Orders by the DON, ADON, QA Nurse and/aor
with Nurse Practitioner (NP) #1 on 5/11/17 at i
. \ New Risk Mgr. House Supervisor to
10:15 AM, at the upstairs nurse's desk, confirmad ensure understanding slong with
there was not an order for the geri chalr table top

; restraint application competency,
to be in the up position, testraining Resident #77. Any new hires are educated during
Medical record review revealed Resident #134 orientation by the DON, ADCN or
was admitted to the Tacility on 1/19/17 with Nursing 5V.0n 5/12/17 the NHA and
diagnoses including Altered Mental Status, New DON developed an audit tool to
Dementia with Behavioral Disturbance, Atrial review the restralnt application
Fibrillation, Schizeaffactive Disorder, procass in the facliity. This audit toot
Hypertension and Hypothyroidism. will be completed by the Risk
Manager, RN Supervisor, or Unlt
Medical recard review of a physician's order Manager. Beglnning 5/12/17 the
dated 3/28/17 revealed "...may use soft waist beit ' Restraint Usage Report will ha
while up in chair...” reviewad weekly by the NHA at the
weekly Restraint meeting,

Medical record review of a physician's order
dated 5/5/17 revealed “...Discontinue Soft waist

4, How does the carrective action{s)
will be manitared to ansura the

belt while in wheel chair...place chair alarm in deficlent practice will not recur; Le. | ONt:
wheel chair... " _ ! o
Divislon of Health Care Facilities
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N 700! Continued From page 23 ' N700 cont
. ] What quality assurance program
| Roview of Resident #134's Care.iMan, last : - will b:put I'z"ﬁl'é'é'é proe
[ revised on 5/5/17, revealed *...discontinue soft | Beginning 5/17/17, the new Risk
v waisl bell while in wheel chair...” \ °8 " o
i : Manager will audit the redicl
| Observation on 6/10/17 at 2:30 PM, in the ! record of any residents with a
i resident's room, revealed Whe resident seated in a : restraint weekly x 4, then monthily
wheel chair wilh a soft lap beit applied. ' thereafler to ensurc attending
i physician hus been notified of the
+ Intorview with LPN #41 on 5/10/17 at 7-40 M, i, need for 3 reskralnt, assessment
¢ (he 1esidents roorn, conlirmed the iesidenthad a * prior to implementitlon of the
Sull lap belt applicd and did not have & cument restraint, resteaint reduction
(Phy:siuiam's Cllrdcr for lhe sol’tL[IaeIIt restfa:alint.b ’ ! assessment is ncourring timely, the
sonlinued inlerview confirmed the so ap belt | T
was discontinuad on &/5/17. Further intorviow | need forl rontnuation of the )
revealed it was procedure to communicele restralntand that the resident = care
changes during shifl change and all Certified Plin ks heen updated approprialely
Nurse Aides (CNA) "._shoutd be awarce of 4 for the restraint. The goal of Lhe
change..." audit wifl be 100% complignce. IF
the goalis nol met, then the
Intervicw with GNA3 on 5110717 at 5:95 1M, at ldentilied slaff member who is not
the: upstairs nurses stalion, contirmed she was meeting the goal will bo re
assigned to Resident #134 and was aware of the educated, Continued fatlurg to
hew order to discontinue the kap belt. Continued comply with the goal by the
mte_r\new:* conﬁrme_d sha asked for GNAF0 to identificd employee will rasult tn
Assisl with he resident and she did not apply tho progrossive disciplinary
lap beit, Bepdoning n May, 2017, the DON
. ] will report rmonitoring outcomes of
Interview with CNA#10 on 5/10/17 L 5:30 |'M, at restrall;t irian: t'm[‘ngf -mt;itin eio
the upsters nurses stalion, confirmed he was not the cuartan u%m ot €
Aware of the order to discontinue to soft fap helt I T:’ HA o
Continued Interview confirmed he assisted the moetings. The: NHA w repertto
resident bul did not apply the restraint, the: Governing Body concerning
atdits of restrainl outcomus on a
Medical record review revealed Resident #14 was uarterly basis beginning 6/21/17.
admitted to the facility on 8/4/15 with diagoses o
include Dementia without Behavioral Nislurksnee,
Anxiely Disorder, Type 2 Diabetes, and Insomnia.
Medical record review of the Intcrdisciplinan(
Nutes dated 2/18/17 revealed ", _Soit belt is in -
Divislon of Fiealth Care 1 wwaligns Lo _
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N7001 Continued From page 24 *N700
place.when resident up in chair..." (ho reason
given).
Obsen@ﬁonofResMent#14on5&%173t1t30
AM, in the upstairs dining room, revealed the
resident seated in a whee! chalr with a softlap ¢
belt in place. :
ObsewaﬁunofReswent#14on5&H1?at&10
AM, 11:00 AM, 1:24 PM, 4:30 PM, and 5:10 PM,
in the upstairs dining room, revealed the resident ;
Seated in a whee! chair with a soft lap belt in
place.
Interview with LPN #1 on 51017 at 9:25 AM, at
the upstairs nurses station, confirmed there was
not a physician's order for the soft belt lap
restraint,
Interview with LPN #1 an 510117 at 3;15 PM, at
the upstairs nurses station, confirmed
ﬂ:%omemnemenumeszpMsomahmg
[restraints] on,.."
N'707) 1200-08-06-,06(5)(b) Basic Services N 707 1. What corrective action (s) will be
accomplished for those residents §/15/17
(8) Medical Records. . found to have been affacted by the
' . deficient practive:
(b) The nursing home must maintain a medical The medical records for residents
record for each residant. Medical records must #64 and #1323 were reviewed for
be accurate, promptly completed, property filed accuracy. Resident #133 was
and retained, and accessible, The facility must discharged on 3/20/17 therefore no
uge a system of author Identification and record other information could be placed I
maintenance that ensures the integrity of the
P : the closed medical record, Resldent
authentication and protects the security of all .
record entries 164 Ruby Ford had her medical
) record reviewed and updated with
any available infarmation as of .
6/1/17. - cont.
Division of Health Care Faciitas
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: I 2. How you will identlfy other
N 707 | Goy ro ! N707 ye cont,
Continued From page 25 : . residents having the potential tc be .
- 4o , : ...|-affected by the same deficlent_ f
- This Rule T not met as evidenced by: . ; practlee and what corrective action g
Based on medical record review, observation, | will be taken, !
and interview,_the fBBIIItY failed to maintgin an i All other resident’s medical recards )
ggggmte medical record for 2 residents (#64 and \ were reviewed by members of f
) l Nursing SV for accuracy by 6/6/17 i
Th . . : : and updated if noeded. )
® findings included ! 3. What measures will be put in |
Medical record review revealed Resident #64 was blace or what systematic changes |
admitted to the facility on 9/30/16 with diagnoses ; will you malke to ensure that the
including Dementia, Anemia, Heart Failure, ) deficient practice doas not recur;
Depression, and Anxisty. Policy and procedure for daily
charting in the resident’s medical
Medical record review of Resident #64's Daily record were reviewed and updated If
Charting (electronic Certified Nursing Aide needed as of 6/6/17 by the NHA,
documentation), dated 4/1/17 - 5/9/17 revealed BON, ADON and Medical Directar, A
20 blank sections in the PERSONAL HYGIENE systematlc process to ensure that
Oral Care_un:der'tl-le Signature & Date/Notes charting has heen completed by the
poiumrr;s, ugi(;lm?a E;e care was not doclmented certified nursing assistants and
a5 periarmed by staff, shower team will be to educate
Interview with the Director of Nursing (DON) on them;’" th:: requirement to
5117 at 7:25 AM, in the conference room, | complete charting and
confirmed no documentation in the GNA Daily documentation befare they leave
Charting oral care was completed an 20 their shift each day. (fany staff
occasions from 4/1/17 - 5/9/17 where the member has been found to have not
signature sections were blank, ‘completed their charting, and they
have left the facility, they will be
mﬂwmmMMMWW%MR%mMM% m%ﬂwmmmmwmmmmm
was admitted to the facility on 1/13/17 with e as required. If the staff member
diagnoses including Ghronic Atrial Fibriliation ' FETUSES 10 réturn te com
¢ ) plete
gggférgfr's Disease, Diabetes, and Anxiety required charting/documentatian,
. they will be given torrective actipn,
. . An audit will be put in place by the
h 20M17.
The resident was discharged on 3/20/ DON, ADON or Nurse sVio ensure
Review of the Showers Form and Activities of that all charting has been completed
Dailly Living (ADL) Sheets revealed the resident In a timely manner. The audit wit
received a shower on-1/25/17, 1/31/1 7, 23117, aceur daily x4 weeks then monthly Sont.
Pivislen of Health Care Fagiifies
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NAMF OF MIUVIDRR OR SUM'PLILIK . UFTIOORES oy STE2APCOWL
s ; C 2002 SHERWODD DRIVE ™
CORNERSTONE VILLAGE -
SOTNERSTONE ViLtase T "JOHNSONCITY, TN 37609
(e 1N SUMMARY & IATEMENT OF RFIGIENCIES m IROVIBLR'S PLAN OF GORMFGTION Uy
4L 1 (EACH DEFICIFNCY MUST BE PRECEDER Lty (FULL " PREFIX (FACH CORRLES |IVE ACTION SHOULD RR  COMPIFTE
TAG NFGUIATORY OR LSC INFNTHEYING INFORMATION) . TAG CROBS-REFERENCED TO TI L ARPPROFRIATE DATE
i i LLHIENGY)
O 1 e — . — —_ —-_———
N 707 | Cantinued From page 25 ! N0/ thereafter.  Thr goal of Lhe audit Cont.

will be 200% compilance, If the goal
1St miet; thien theidentilied staff
membar wha 15 ot meeling the oal
wilf be re educited. Continued

This Rule i= not met as cvidenced hy:
Rased on medical record review, observation,
and interview, the facifity failed to maintain an

-alo ; - =i o 1 failure: to comply with the goal by
;art;.gga;:lt, tmedical record for 2 residenls (#61 and : ‘ the identified employee will result in :
. progressive disciplinary action, ;
The findings included: ’ 4. How does the corrective action(s) '
) - . wlll be monitorad to cnsurc the ]
Medical ocord review revealod Residen| #64 was . deficient practica will nat recur; i.e. :
admitted to tho facility on 9/30/16 with diagnosos | What quality assurance program '

including Nemcrbia, Anemia, Hourt Failire, ; will be put In place.
Depression, and Anxiety, The DOM, ADON or Murse SV will

audit the Certifind Nurslng Assislunts
for completion of their
documentulion in the resident’s
medical record and or ancillary
sheets, The results of the audit will
he preseiled monthly to the

Quality Assurance /Performancn
Improvement Committee mneting

Medical record review of Resident #64's Daily
Charting (electronic Certi icd Nursing Al
documentation), dated 41117 - 59117 reveajed
20 blank seclions in the PLERSONAL HYGIENE
Oral Care under the Signature & Date/Nutos
colurmnns, indicating the care was not documented
as perfarmed by statf, )

nlerview with the Dircotor of Nursing (DON) on monlbly by the NON llﬂgll'fning in
YHIAT at 724 AM, in the confarence roomn, : May 2017.  Thr results of the audits
confirmed no documentalion in the CNA Naily will also he presented Lo the
Charting oral cure was compleled on 20 Boverning body on a quartetly basis
accasions from 41717 - 5/9/17 whore the by the NHA beginning 6/21/17

signature soutions were blank.

Medical record review reveated Resaident 4133 |
was admilled to the facility on 171317 with
diagnoses including Chronic Alrizl F ibriflaticon,
Azheimers Discase, Diahetes, and Anxlety
Disorder,

Thu resident was dischargad on 3/20/17.

Review of the Showers Form and Aclivities of
Paiily Living (ADL) Sheets revealed the residant
B received a shower on 112517, 13117, 203117, | , N
Divislon ot Health Gare Faciliios ' '
STAIE FORM i [RUETRTEE]

W continuallon shaat 26 of 21

glL/891 d 43H-U3 182 10 1dag << 9548926525 962 1A suelsJauJe) 09:&2 %1-90-2102



PRINTED: 06/01/2017

FORM APPROVED
Division of Healih Care Facilities
STATEMENT OF REFICIENCIES {X1) PROVIDER/SUSPLIERICLIA (%2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
TNS002 B. WING 05M712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
20T SARRKWOUD DRIVE —
...9935‘.@5.9.’—.['9”5 VILLAGE JOHNSON CITY, TN 37607" == = = ome e oo+ e
4] ID SUMMARY STATEMENT QF DEFICIENCIES I PROVIDER'S PLAN OF GORRECTION - s
PREFIX (EACH DEFICIENCY MUST BE FRECEDED 8Y FULL, PREFIX {EACH CORRECTIVE ACTION $HOULD BE ! COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFISIENGY)
N 707 Continued From page 26 i N707
216117, 218117, 2122{17, 2425/ 7, 3/6M7, 3r0M7, _ :
and 3/13/17. ! :
H .
Interview with the DON on 5/11/17 at 7:30 AM in ! ,
the conference reom confirmed there was no i i
documentation the resident received a bath the : :
week of 2M217-2/18/17. :
: :
N1536 1200-8-6-.15(4) Nurse Aide Training and i N1535 1. What corrective action {s) will be ! 6/15/17
Competency Evaluation accomplished for those resldents
_ : fount to have been affected by the
{4) Continued Competency. deficient practice:
- i Beginning 5/12/17 and ending
The facility fust complete a performance review 5/17/17 the DON, RN Supervisar,
of each hurse aide employee at least once gvery
. ; . : and Nursing Management
12 months and must provide regular in-service completed competency skills
education based on the outcome of these pe paLency
reviews. checklist on Certified Nursing
, Assistants that were identified
during survey as not have their
This Rule s not met as avidenced by: Competeney Skills Check List whieh
Based on review of the Gerlified Nursing put resident’s #56, #59, #34, #77,
Assistant Competency/Skills Check List and #83, #145, #100, #134, #14, #52, and
interview, the facility failed to ensure 33 of 41 #108 at risk. These competencies
Certified Nursing Assistants had a Certified . also included a checked off for
}\!ursir}g Assistant Competency/Skills Check List, proper restraint application.
ineluding types of restrgints angl refurn 2. How you will identify other
demanstration of restraint application completed. resldents having the potential to be
. affected by the same deficlent
The findings included: praciice and what corrective action
will be taken,
Observation and interview during the annual ' .
survey 5/8/17-5/17HM7 revesled: Resident #56 ::s‘; S:;:i:::& f::;fee ddﬁ:;r;::i a
had an incorrectly applied lap belt restraint on Compet Skills Check List
5/8/17 and 6/11/17 which allowed the resident to mpetency/Skills eck Lis
slip under the restraint, placing him at rigk for Completed during Orientation or
entangletnent in the restraint, Resident #59 had during the first 90 days v_ﬁf
an incorrectly applied soft lap belt restraint on empioyrment duting thair e‘-'alu?tiﬂf‘ :
5/8/17 which allowed the resident to slide down in process by the DON, RN Supervisor eont.
Livision of Health Cara Facilies ) ‘
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Division of Health Care Facilities
STATEMENT OF DEFICIENGIES {x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ARD PLAN OF CORRECTION JDENTIFICATION NUMBER: A, BUILDNG: COMPLETED
TNSD02 B, WING 0511712017
NAME OF PROVIDER OR SUBPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
20 2 SHERWOO D DRIVE
.C.ORNERSTONE .VI L!‘AGE - JQHNSQN 'GI‘T‘Y,—TN' aTE01 - e e -
) PROVIDER'S FLAN OF CORREGTION Co
Foé'gli& (Eﬁcsf?ggﬁ?gﬁiﬁgﬁﬁﬁg? ;g;ggggggcg$iuu PRIEHx {EAGI-?\éIORREGTNE AGTION SHOULD BE ; COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN} TAG CROSS-REFERENCED TO THE APPROPRIATE , OATE
: DEFICIENCY) \
onti : N1535 '
N1535 Continued Fr?m Page 27 and/or nursing management, A cOnt. :
e g oo bl o e | CAk il ok b ook
chest, placing her at ris ches Do ; . :
and Resident #108 had an incorrectiy applied soft ::;l[;:;z;%r: ':I:-FSF? restraint 1
lap belt on 5/8/17 plaging the resident at risk for 3. What I" b i :
ntanglement in the restraint. . et measures will he put in
e place or what systematic changes
Observation and interview during the annual will you make to ensure that the
survey 6/8/17-5/17/17 revealed : Resident #59 deficlent practice does net recur: :
wag observed on 5/8/17 with a soft fap belt in On 5/17/17 the NHA revised the .
place, without a physician's order or an process on all new hires of Certified
assessment completed for the soft lap belt: Nursing Asslstants will have a
Resident #34 was observed on 518117, 519117, Competency/skllls Check List |
and 5/10/17, seated in & reclined gerf chair with Completed during Orlentation or :
an attached table in place, without 2 physician's during the first 90 days of :
order for @ geri chalr with an attached table; ] employment during their evaluation |
Resident #77 was observed on 511111‘{’ seatad in process. This pracess will be l
@ geri chair with a tray table in place without a manltored by the Human Resource s
physician's order; and Resident #134 was Dirgctor. ‘The C.N.A. will not be i
observed on 5/10/17 with a soit lap belt In place, allowed to work u m}, this restraint
ithout a physician's order for the soft lap belt.
Wi physic _ competency Check Offs has baen
Review of the Certified Nursing Assistant completed.
Competency/Skills Check List revealed Certified Eifective 5/17/17 the NHA educated
Nursing Assistant Competency/Skills Check Lists the DON, Assistant DO and Staffing
were completed for 8 of 41 Cartified Nursing Coordinator concerning the new
Assistants, requirement that the Certifiad
Nursing Assistant will not ke allowed
Interview with the Director of Nursing on 5/15/17  to continue working if their
at 2:10 PM, in the conference room, confimed 33 Competency/Skilled Check Off Jist
of 41 Certified Nursing Assistant + has not been completed during the
Competency/Skills Check Lists were not . 90 day evaluation period,
completed. 4, How does the corrective actlon{s)
will be monitored to ahsure tha
deficient practice will not recur; e,
What quality assurance proegram
Wil ha put In place.
An audlt by the DON or designee will
be put In place that will ensyre that
cont.
Divislon of Heallh Care Faciites
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tha wheelehair with the soft lap belt around her
chiest, placing her at risk for chest compression;
and Resident #108 had an incorrectly applied soft
lap belton 5/8/17 Placing the resident at rigk for
entanglement in the restraint.

Observation and interview during the annual
survey 5/8/17-5/17/17 revesled Resident #59
was observad on 5/8/17 with a soft fap belt in
piace, without a physician's order or an
assessment completed for the soft lap belt;

Resident #34 was observed on §/8/17, 51917,

and 5/10/17, seated in 5 reclined geri chair with
an attached table in place, without a physician‘s
order for a geri chair with an attached table;

Resident #77 was observed on 6/11/17 seated In comply with the gaal by the .
a geri chalr with a tray table in place without a identified employee will resuit in i
physician's order: and Resident #134 was

observed on §/10/17 with a soft tap belt in place,
without a physician's order for the soft lap belt,

Review of the Certified Nursing Assistant
Competency/Skills Check List revealed Ceriified
Nursing Agsistant Compatency/Skills Check Lists
were completed for 8 of 41 Certified Nursing
Assistants.

Interview with the Director of Nursing on 5/15/17
at 2:10 PM, in the conference raom, gonfirmed 33
of 41 Certified Nursing Assistant
Competency/Skills Check Lists were not
completed.

STATEMENT OF DEFICIENGIES 1) PROVIDER/SURPLIERICLIA {%2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION WDENTIFICATION NUMBER; , CoMPLETED
A, BUILDING:
TN8002 B. WiNG 0641712017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
2012 SHERWOODDRIVE
C
.| SORNERSTONE VILLAGE - - JOHNSON G TN- 87801 o e momms o oo
%4 Io SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION CE)
PREFIX (EACH DEFICIENCY MUSY BE FAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnossnemnsgggg Eg ;EI}EAPPROPRMTE ; DaTE
H
| ;
‘ [
N1535{ Continued From page 27 i N153§ - cont.

all Certlfied Nursing Assistants have
their Competency/Skills check off list
completed In a timely manner. The
audit will accur on a weekly hasls x 4
weeks then 1 x monthly thereafter.,
The DON or designee will audit the
CNA checkilst and submit sutcomes
at the QAP! committee mesting, The
goal of the audit will be 100%
compliance. If the goal is not
met, then the identiffed staff
member who is not meeting the :
goal will be re-
educated. Continued failure to '

progressive disciplinary action.
Beginning May, 2017, the DON will
report monitoring outcomes of
restralnt management auditing to
the quarterly QAPI Committea
mestings. The NHA will report to
the Governing Body concerning
audits of restraint outcames an a
tuarterly basis beginning 6/21/2017,

Division of Health Gare Faciiitles i )
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